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Foreword  
The Department of Mental Health and Substance abuse of the World Health Organization (WHO) 

acknowledges that among the various actions that will help in highlighting the plight of people with 

mental disorders and indeed even reducing mental disorders is a ‘sustained and continued 

growth of the evidence base’1 for monitoring the impact of mental health. (WHO: 2004 Preface) 

This baseline study on the situation of mentally ill people in Laikipia, Nyeri, Meru South and 

Nyandarua, carried out by BasicNeeds UK in Kenya is a commendable piece of research. The 

study not only looks at indicators to be used for monitoring and evaluation of their rural program, 

but delves deeper to discover the causes, perceived causes and the socio-economic effects of 

mental illness on the lives of mentally ill people, their carers and the local communities.  The 

study provides deep insight into the status of mental health in the four districts of study and the 

urgent requirement to prioritize mental health as a critical component for national development.  

The report clearly highlights the need for comprehensive health, social, and economic programs 

to counter the stigma and discrimination of people with mental illness; and challenges the current 

status quo that lumps the burden of mental health to the two twin Ministries of Health. The study 

clearly brings out the rationale for the urgent need to bring on board other arms of government in 

order to provide comprehensive care for people with mental illness. 

The Division of Mental Health recognizes the benefits of evidence-based services and the 

importance of research in providing information required for planning and advocacy. It is my 

conviction that the issues emerging from this study will provide invaluable information in the 

process of developing the third National Health Sector Strategic Plan and in taking steps towards 

achievement of Kenya Vision 2030.   

 
 
Dr. David Kiima 
Director of Mental Health 
Ministry of Medical Services  
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Acronyms and Operational Definitions 
  
 
AIDS Acquired immune deficiency syndrome 

BN BasicNeeds 

BNKE BasicNeeds UK in Kenya  

CDF  Constituency Development Fund  

CDO Community Development Officer 

CPM             Country Program Manager  

CHW Community health worker 

CPM Country Program Manager  

DFID  Department for International Development 

DGSDO         District Gender and Social Development 

Officer  
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DMOH District Medical Officer of Health 

 

FGD Focus Group Discussions 

 

 

 

HIV Human Immuno deficiency Virus 

MoPHS Ministry of Public Health and Sanitation 

MoMs Ministry of Medical Services 

MoH Ministry of Health  

NGOs Non-Governmental Organizations 

NHSSP National Health Sector Strategic Plan 

NCPWDs National Council for Persons with 

Disability 

NFFD National Fund for Disability 

MoH Ministry of Health  

PPD              Policy and Practice Directorate 

PGH Provincial General Hospital 

RPO Research and Policy Officer 

VCT Voluntary Counselling and Testing 

WHO World Health Organization  

 

 

Community Health Worker  A member of the community identified by the locals and trained within a 

community on basic health interventions for the purpose of assisting public health officials. They are 

recognized under the Kenya Essential Package for Health under the current Kenya National Health Sector 

Strategic Plan; and typically serve 20 households or 500 persons. They are also known as Community 

Owned Resource Persons (CORPS) 

 

Community Consultation Meetings  These are structured gatherings typically held in the community (within 

the area of program implementation) before the commencement and also during active program activities. 

These consultations are generally coordinated by a local community based organization, or partner and 

initially animated by BasicNeeds staff. At the these forums people with mental illness, carers and 

community, field staff discuss mentally ill peoples needs, collectively suggest solutions and way forward.  

 



 xi

Focal points These are specific program intervention areas in the program; where community meetings, 

clinics and/or other program activities such as self help group activities take place.  

 

Life Stories These are narratives done mostly in the words of people with mental illnesses, their caregivers 

or family members about the life of the person with mental illness. They are constructed by writers working 

close to the ill person and or his family. They interviews are done mostly in the familiar settings of the homes 

or villages of the ill people. The writer presents the narrations in the form of a case study or story.  

 

Mentally ill person/Person with mental illness A person experiencing any illness that affects their 

emotions, thoughts or behavior, which is out of keeping with their cultural belief and personality, and is 

producing a negative effect on their life and the lives of their family or friends and close associates2 
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Executive Summary  

This baseline study on the mental health situation in Laikipia, Meru South, Nyeri, and Nyandarua 

districts in Kenya was carried out during troubling economic and social times for a large number 

of poor people in Kenya. The post election violence that was witnessed after the 2007 general 

elections in Kenya left many psychological scars on both the urban and rural population in Kenya 

and some of the affected people  (particularly those rendered homeless and displaced) were in 

the study area. Secondly, the poor grain harvest and low levels of local food production in 2007/8 

in most parts of the country resulted in hunger and desperation for many poor and marginalized 

people including the mentally ill.  Nevertheless; and actually because of this grave situation there 

was therefore urgent need to carry out the study in order to understand the situation.         

Overall the study highlighted the necessity of greater efforts to realize the needs of people with 

mental illness and epilepsy in Kenya, with a special focus on people in poor, rural marginalized 

areas. These needs include access to treatment, social re-integration programs and strategies; 

provision of livelihood opportunities and an enabling policy environment for mental health service 

provision. 

The study found that provision of public mental health services in the districts forming the scope 

of the study has been largely concentrated at district level facilities and in the case of the larger 

Nyeri district, to the provincial level facility. Concentration of such services3 at  these ‘higher level’ 

facilities has left huge mental health service provision gaps at the lower levels (health centre, 

dispensary and community), thus denying consumers of mental health services any meaningful 

benefit from the much publicized ‘Community Strategy for Delivery of Health Services’ crafted by 

the Ministry of Public Health and Sanitation. Notwithstanding the negative opinions that traditional 

health practitioners often elicit, the study findings also indicate that these services play a critical 

role in mental health in the program areas, for example in psychosocial intervention.  
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Secondly, people with mental illness and infected with HIV and/or suffering from the effects of 

AIDS are especially at risk of ‘double marginalization’ in access to health services. The study 

recommends that in consultation with other stakeholders, the Ministry of Public Health and 

Sanitation and Ministry of Medical Services need to spearhead the introduction of a national 

HIV/AIDS Voluntary Counseling and testing guidelines suitable for people with mental illnesses.  

 

As regards livelihood opportunities, the study found that there are indeed mechanisms that can 

be set-up to create meaningful opportunities for people with mental illness and epilepsy in the 

rural areas in Kenya. In particular, the study found that these can best be organized under self 

help groups as opposed to attempts to design livelihood activities to suite individual needs.  For 

purposes of sustainability, the role of public officials, engaged in social services, in particular the 

District Social Development Officers at the local level was found to be crucial in registration, 

supervision and guidance of such groups. Devolved public funding programs were found to be 

viable potential funding sources through which such groups (composed of consumers of mental 

health services) could improve their livelihoods. However operational guidelines for the working 

relationships between some of the funding programs and district social development offices are 

currently not well streamlined. The study found that there is in place a legal framework- The 

Persons with Disability Act no. 14 of (2003)-which somewhat addresses this gap; however the Act 

has not been operationalised by the relevant Minister.  

    

Generally, the weak policy environment for mental health and development in Kenya was often a 

glaring obstacle during the baseline study. Despite the existence of District Health Stakeholder 

Forums that are designed to facilitate private and public sector partnerships in health at the local 

level; efforts to commence the rural program was frustrated by some public sector mental health 

stakeholders who struggled with interpretation of operational processes to guide their partnership 

with BasicNeeds. The study recommends that the Ministry of Medical Services make all efforts to 

speed up the finalization of the draft mental health policy in Kenya that should clearly spell out 



 xiv

procedures for private public partnerships in mental health programming. In addition the current 

National Health Sector Strategic plan, (NHSSP II -2005-2010) incorporating the Kenya Essential 

Package for Health’s (KEPH) Life-Cycle cohort system, casually mentions mental health. The 

KEPH cohort system suggests concentration of mental health interventions in the last cohort of 

life, despite evidence that indicates that mental illness is a serious health risk that cuts across all 

the six cohorts.  

This baseline study report was written in fulfillment of deliverables under a DFID-sponsored 

BasicNeeds UK in Kenya rural program. Nevertheless, the report is equally intended for 

consumption by all mental health stakeholders in Kenya, in particular policy makers, NGOs and 

other civil society agents in mental health, the private sector and most importantly for people with 

mental illness and epilepsy and their carers in Kenya and across BasicNeeds country programs 

and the World over.    
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Chapter 1: Introduction and Background 

1.1 Kenya  

Kenya is situated in the Eastern part of Africa. It lies between latitude 5 degrees south and 5 

degrees north and extends between longitude 24 degrees to 31 degrees east. The country 

shares common boundaries with Uganda in the West, Sudan and Ethiopia in the north and 

Tanzania in the South and the Indian Ocean to the East south. It occupies a landmass of 582,646 

square kilometers. The last population census was held in 1999 during which Kenya had a 

population of 28 million people. The Kenya National Bureau of Statistics estimates that the 

population is projected to be approximately 35 million people in 20094; a national population and 

housing census is planned August 2009. The average life expectancy in Kenya is 49 years.  

Kenya has an ethnic diversity of about 42 tribes and cultural groupings with the major blocks 

being; Kikuyu 22%, Luhya 14%, Luo 13% and Kalenjin 12% and Kamba 11%. The official 

language is English, but Kiswahili is the national language. Numerous other ethnic languages are 

also spoken at local levels.  The vast majority of Kenyans are Christian with 45% regarding 

themselves as Protestant and 33% as Roman Catholic. Sizeable minorities of other faiths do exist 

(Muslim 10%, indigenous beliefs 10%) but estimates for the percentage of the population that 

adheres to Islam or indigenous beliefs vary widely. 

Administratively, the country is currently divided into 254 districts in 8 provinces. These regions 

are governed from the capital; Nairobi largely through a centralized system represented at the 

district level by District Commissioners who work under the Office of the President. Kenya is a 

low income country with at least 45% of its population living below the poverty line; while 

approximately 60% of the population lives in the rural areas. By developing country and sub-

Saharan nation standards, Kenya is and has been a relatively stable nation since independence 

in 1963; however the disputed 2007 general elections brought previously unseen levels of 

violence, bloodshed and the displacement from their homes of close to 500,000 people. The 
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country has since stabilized and through international mediation established a coalition 

government of the two main political parties. Numerous analysts however suggest that although 

the immediate violence has been quelled and a coalition government put in place, there is a state 

of ‘false truce and unease’ among certain ethnic communities that could easily explode into 

another round of confrontation if left unchecked. These events, compounded with the issues of 

poverty, rural urban migration, social exclusion etc suggest serious psychological and negative 

mental health environment for a significant number of people in the country.   

1.2 Overview of Health Structure, Systems and Services in Kenya   

The World Health Organization (2001:1) defines health as ‘the state of complete physical, mental 

and social well being and not merely the absence of disease or infirmity’ 

  

In Kenya all health care services including mental health are co-coordinated by the Ministry of 

Public Health & Sanitation and the Ministry of Medical Services. Health services are offered at the 

national, provincial, district and at the local levels. Public health care in Kenya has a well defined 

referral system from the lowest level at the community, dispensaries and health centres. The 

Ministry of Public Health and Sanitation coordinates health care at these levels. Those who 

require secondary health care services or those who cannot be managed at the local level are 

referred to the Sub-district, District or Provincial hospitals where more specialized care and 

facilities exist. Those who require even more specialized health care are referred appropriately to 

national specialized hospitals5. The Ministry of Medical Services is responsible for coordinating 

health care at hospital level. However, this referral system, though existing in policy faces 

numerous problems including: lack of adequate drugs and equipment, shortage of medical 

personnel, the high poverty levels in the country resulting in huge demand for health care 

services and challenges in coordination of health care service provision between the two twin 

health ministries. 
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The current National Health Sector Strategic Plan (NHSSP) II (2005 – 2010), envisages a public-

private collaboration and partnership through the Sector-Wide Approach (SWAP). This will entail 

collaboration among the following partners: The former Ministry of Health-MoH (which has since 

been split into two Ministries6),and other Government of Kenya (GOK) ministries, Local 

Authorities, International Organizations (e.g. the World Health Organization-WHO), 

Donors/Development partners, Non Governmental Organizations (NGOs), Private for–profit 

health providers, Faith-Based Organizations (FBOs), Community Based Organizations (CBOs), 

consumers of health services and the general community. 

 

1.3 Overview of Mental Health in Kenya 

Influence of Global Mental Health developments on K enya  

 

The American Psychiatric Association in DSM IV (APA 2000: 44) suggests that mental illness is 

‘a conceptualized clinically significant behavioral or psychological syndrome or pattern that occurs 

in individuals and is associated with present distress or disability or with increased significance of 

suffering death, pain, disability or loss of important freedoms and not merely an expectable and 

culturally sanctioned response to a particular event e.g. the death of significant other’ 

 

The scale of the global challenge posed by mental health has become increasingly clear in recent 

years. According to WHO, mental illness now accounts for about 12.3% of the global burden of 

disease and it is projected that this will rise to 15% by the year 2020, by which time, depression 

will disable more people than complications arising for the Acquired Immuno- Deficiency 

Syndrome (AIDS), heart disease, traffic accidents and wars combined. The impact both social 

and economic on the lives of people with mental illness, their families and their communities is 

phenomenal (Basic Needs Review 2003:7) 
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Desjarlais R et al (1995) suggest that the recent global history of mental health care can be 

divided into three periods: the rise of the asylum & traditional hospital care, the decline of asylum 

and the appearance of balanced care.   

 

The rise of asylum  occurred approximately between 1880 and 1950 in the more economically 

developed countries. They state that this period was marked by ‘the construction and 

enlargement of asylums; remote from the populations they served, offering mainly custodial 

containment and the bare necessities of survival to patients with a wide range of clinical disorders 

and social abnormalities’.  However evidence from Leff J (1997) indicates that the ‘asylum model 

provides very poor levels of treatment and care’. However, in many less developed countries 

where a majority of its peoples live below the poverty line, almost all mental health services are 

still provided through asylum care.  

 

According to Wing J.K. (1970) the Asylum care declined  in many of these countries after about 

1950, when the model’s shortenings were demonstrated. Perhaps the most profound of its 

failures, was the effects it had on people with mental illnesses’ progressive loss of life skills and 

accumulation of “deficit symptoms” or “institutionalism”. Other concerns included repeated cases 

of ill treatment, the geographical and professional isolation of institutions and their staff members, 

poor reporting and accounting procedures, failures of management, leadership and 

administration, insufficient finances, ineffective staff training, inadequate inspection and quality 

assurance measures. These profound failures resulted into de-institutionalization; which was 

done by preventing ‘inappropriate’ mental hospital admission by providing community facilities, 

discharging long-term institutional patients who have received adequate preparation into the 

community and establishing and maintaining community support systems for patients who are not 

institutionalized.  

This resulted in the development of balanced care which incorporates a range of community-

based services within local settings to provide all the benefits of hospital care while avoiding its 

negative aspects (institutionalism).  This care seeks to provide health services (including 
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hospitals) close to the homes of consumers of mental health services and mobile clinics-providing 

home services, provision of treatment and care that is specific to diagnosis and the needs of each 

individual while adhering to international conventions on human rights, and reflecting the priorities 

of the service-users themselves. 

 

Balanced care mental health services  

 

The balanced care mental health service provides primary mental health care with a specialist 

back up.  Case studies conducted by Tansella M, Thornicroft G (1999) and Ustun TB, Sartorious 

N. (1995) to review this system have led to significant findings: 

 

·  Most people with mental illnesses do not receive care under specialist services in many 

countries.  

·  Psychological disorders can and often affect individual perceptions of physical health. 

·  Mental illnesses managed in conventional care settings are a major public health problem 

and create a substantial burden for the society.  

·  Mental health treatment should be an integral part of primary care. 

·  Primary health care training-to recognize and treat simple mental disorders should be 

given a high priority so that such skills form an integral part of the primary health care 

responsibilities. 

 

Comprehensive mainstream mental health care in the more economically endowed countries 

comprise of a range of services including a primary care system with a back up specialist.  

However, the task of identifying and treating mental illness, especially depression and anxiety 

related disorders still falls mostly to primary care givers.  Von Korff M, and Goldberg D. (2001) 

reviewed 12 different randomized controlled trials of enhanced care for major depression in 

primary care settings. The results showed that interventions should focus on low cost case 

management, coupled with accessible working relationship between the case manager, the 
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primary health care provider and a mental health specialist. Gask L, Sibbald B, and Greed F 

(1997) also suggest that ‘care should be enhanced with active follow-up by the case manager 

(often a primary care nurse), monitoring treatment and adjusting it if the patient does not improve 

and refer to a specialist only if necessary’   

 

They suggest that the specialist services in this setting should focus on  

·  Assessing and diagnosing complex cases and those requiring expert second opinion 

·  Treating those with the severest symptoms 

·  Caring for those with the greatest disability from mental illness 

·  Making treatment recommendations for the conditions that have proved non responsive to 

initial treatment 

 

A community mental health team (CMHT) system forms the backbone of the primary health care. 

CMHTs provide a full range of interventions that promote engagement with mental health 

services, create user satisfaction and increased met needs, and produce significant social 

improvement.  Their main advantages are increased community care and flexibility  

(Sytema S, Micciolo R, Tansella M 1997)   

 

People with mental illness can also benefit from consultations with the same staff members over 

the long term, and in crisis situations, such relationships often prove invaluable.  McDonald HP, 

Garg AX, Haynes RB (2002) also add ‘the ability of mobile CMHTs to contact persons with mental 

illnesses and epilepsy at home, at work and in neutral locations implies that early relapses can be 

identified and treated more often and the treatment may be better adhered to’.  

 

Hanson L et al (1998) , Mueser KT et al.(1998) , Saarento O et al (1996), and  Ziguras SJ, Stuart 

GW (2000) all agree that a typical CMHT is flexible, permitting the intensity of input to be varied 

according to consumer needs without necessitating transfer to another team.   Thorncroft G. 

(1991) adds that the case management system can be described as the “co-ordination integration 
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and allocation of individualized care within limited resources”. Saarento O. et al suggest that ‘It is 

a better method of delivering care than a clinical intervention’.  There is considerable literature 

showing that case management can be moderately effective in improving community of care, 

quality of life.  

 

In Kenya, the NHSSP II envisages a six-tier progressive health system with primary care 

(community health strategy) starting at the community level, being an integral part.  In reality 

however, mental heath care in the public sector is provided only from the district (fourth) level 

upwards. The district and the provincial health (fifth level) facilities provide these services and 

refer to the national referral (sixth level) hospitals-Kenyatta National Hospital and Mathari 

hospital. Therefore in reality, the community mental health strategy has yet to take-off and there 

are numerous gaps in provision of mental health care at the lower (local) levels. These 

challenges range from funding issues to stigma (public perception); ‘for example the proportion of 

the entire public health budget to Gross Domestic Product (GDP) is 7.8%, from which only 0.01% 

is set aside for mental health’. WHO Atlas (2005) 

Further compounding these challenges, is the fact that there are no comprehensive (national) 

studies on persons with mental illness in Kenya; which would be natural strong springboards for 

informed policy recommendations in mental health7.  There is in fact a policy vacuum in mental 

health in Kenya; although a national mental health policy has been drafted it is yet to be finalized 

seven years after the first draft.   

 

1.4 BasicNeeds UK in Kenya 

Basic Needs UK in Kenya is the country program for Basic Needs UK which is a charitable 

organization registered in the United Kingdom. Basic Needs’ vision is that “The basic needs of 

all the people with mental illness or epilepsy thro ughout the world are satisfied and their 
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basic rights are recognized and respected”  .The mission is “To enable people with mental 

illness or epilepsy to live and work successfully i n their communities” . In so doing, 

stimulate supporting activities by other organizations and influence public opinion” (BasicNeeds 

2008) 

 

BasicNeeds has programmes operating in India, Sri Lanka, Peoples Democratic Republic of 

Laos, Colombia, Uganda, Tanzania, Ghana and Kenya. The programs in each of the countries 

work towards the implementation of the mental health and development model and is divided into 

five modules. (See Box/figure 1) 

 

The Kenya program was initiated in the year 2004 

with a feasibility study that involved discussions with 

various stakeholders in the area of health 

development including mental health development 

and the whole area of Disability. The discussions 

culminated into a proposal for a pilot program which 

was implemented (2005-2008) in Kangemi in Nairobi 

West district. The current program is a follow up 

program (Rural) that is also being funded by DFID 

and will run from April 2008-March 2011. Actual field operations for the rural program started in 

October 2008. 

 

Project Title:   Respecting the rights and needs of mentally ill peo ple living in Nyeri, 

Laikipia, Nyandarua and Meru South Districts of Ken ya 

 

Project Summary: This project proposes to bring rights-based community mental health care 

and development services to four neighboring districts in rural Kenya with a total population of 1.7 

million, the majority of who live in poverty. The project draws on lessons and working 
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relationships established during a DFID-funded intervention in Kangemi-an informal settlement 

found on the north-western fringes of the city of Nairobi. The primary beneficiaries will be 3,200 

mentally ill women, men, girls and boys and their 2,900 carers. In addition, the project will forge 

the mental health capacity of three well-established health NGOs and the development capacity 

of one emerging user organization. Together, these four civil society partners will implement the 

project with the help of clinical services offered by District Health Management Boards, which are 

a critical component of Kenya’s Ministry of Health. Throughout its operation, the project will elicit 

the active participation of mentally ill people themselves, by means of regular consultation 

meetings and the formation of 40 user groups. In this way, poor people with mental illness or 

epilepsy in rural Kenya will be able to meet their basic needs and exercise their basic rights. 

 

Rural Program Purpose:  To integrate 3,200 mentally ill people (50% adult women, 25% 

children) and their 2,900 carers (95% adult women, 5% children) into the health, social and 

economic systems of the communities of Nyeri, Laikipia, Nyandarua and Meru South through the 

support of four partner organizations in the implementation of the Mental Health and 

Development Model.  

 

Output 1: 3,200 mentally ill people and 2,900 carer s have improved access to mental health 

treatment so as to facilitate their participation i n society. 

1. Volunteers from St. Martin, Caritas, and Chogoria trained and engaged in identifying and 

supporting mentally ill people. 

2. Eight mental health outreach clinics conducted each year and attended by an equal 

representation of mentally ill women and men.  

3. Weekly mental health clinics operated at all 4 district health centres 

4. General health nurses and traditional healers trained in and practicing rights-based 

community treatment of mental illness 

5. User groups have lobbied their district mental health coordinator for uninterrupted medication 

supply and more personnel trained in mental health. 
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6. Medical training centres influenced to mainstream mental health into other medical curricula 

(infectious disease, reproductive health etc.) 

Output 2: Four partner organisations capacitated to  implement and replicate the Mental 

Health and Development model  

1. Baseline study conducted to document and disseminate information on the local mental 

health situation in the four districts  

2. Memoranda of Understanding written and signed with the three new partners (St. Martin, 

Chogoria and Caritas) 

3. Members of all four partner organisations trained in the Mental Health and Development 

model 

4. Assessment and training in financial management and record keeping for Schizophrenia 

Foundation of Kenya 

5. Savings and loan programmes offered to user groups in all four districts by St. Martin, 

Chogoria and Caritas 

6. Internal capacities of four partner organizations built to implement, monitor and document the 

program 

7. Grant monitored and compliance to the Memorandum of Understanding ensured through 

monthly meetings with each partner, quarterly meetings in each district, and quarterly 

participatory stakeholder reviews. 

Output 3: 40 user groups (2,000 people) and 4 Menta l Health Action Groups formed and 

engaged in sustainable livelihood activities and ad vocacy to mainstream mentally ill 

people. 

1. Consultation meetings conducted between mentally ill people, their carers, health care 

workers and community volunteers to assess local needs and mobilize the community. 

2. Twenty gender-balanced user groups formed with a constitution, officers, a bank account, 

and seed money. 

3. Mental Health and Development training manual written for and disseminated to volunteers in 

2 local languages 
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4. User groups trained in human rights and advocacy, leadership, record keeping and group 

process to ensure their smooth operation. 

5. User group members trained in job skills and educated about equal opportunity laws. 

6. User groups trained in fundraising and linked to potential district level funders. 

7. Exchange events coordinated between different user groups to encourage learning and 

development of best practice. 

8. 4 Mental Health Action Groups created and advocating for jobs for mentally ill people.  

Output 4: The rural communities of Nyeri, Laikipia,  Nyandarua and Meru South educated to 

support the rights of mentally ill people. 

1. Mental health education campaign conducted in local languages through appropriate media 

(local & national radio, local & national papers, folk music & dance).  

2. Life-stories of selected mentally ill people shared, documented, and discussed to promote 

evidence-based mental health education and to fight stigma 

3. Interviews with mentally ill people broadcast over the radio to raise community awareness of 

mental illness and to empower mentally ill people.  

4. Mentally ill people take part in participatory reviews of BN activities and the programmes are 

modified to account for their feedback. 

5. Mental Health Day celebrated by all stakeholders in each district to battle stigma. 

 

1.5 Profile of Study Areas  

The program covers the four larger8 districts of Nyandarua, Laikipia, Nyeri, and Meru in which are 

located in central region of Kenya. The specific locations and communities (focal points) that were 

selected from these areas based on the following considerations9:  

·  Rural and peri-urban coverage  

·  Geographical spread  
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·  Areas where BasicNeeds has not had engagement with mentally ill people and their 

carers before that are still within the program area.  

·  A fair representation of ethnic groupings 

The population of the catchment area for the four larger districts is estimated to be approximately 

1.7 million. Figure 2 below shows the location of the four larger districts (numbered 1 to 4).  

Figure 2 

 

 

 

 

 

 

 

 

 

1.5.1       Laikipia 

 

The districts of Laikipia North and Laikipia East were hived off from the larger Laikipia District 

(including Laikipia West) in the Rift Valley Province. The larger Laikipia is a vast plateau North-

West of Mount Kenya in central Kenya. It borders Samburu District to the North, Isiolo to the 

North-East, Meru Central to the South, Nyandarua, Nyeri and Nakuru districts to the South-West 

and Baringo and Koibatek dstricts to the West.  
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Economic Activity  

Commerce, and trade are the dominate economic activities in the district; nevertheless these 

commercial activities are heavily dependent on agriculture and livestock farming  

The specific activities are varied and managed by mostly in small- scale commerce in trading 

centers and markets. Hawking of varied range of consumer products is also a common feature. 

The presence of a large military facility (the Kenya Airforce-Nanyuki Barracks) and tourist 

attractions in the area has encouraged the mushrooming of many small scale service–sector 

activities such as barber shops, shoe repairs, bars and restaurants. 

 

Health   

HIV/AIDS is the currently the most pressing health issue in the larger Laikipia district. The HIV 

prevalence rate for Larger Laikipia at 5% is the highest in Rift Valley province, and is especially 

acute in Nanyuki town and its environs. This has been largely attributed to the relatively high 

poverty levels among the general populace (supply side) and the large number of mostly single, 

male military officers (demand side).  (Source: NACC HIV Prevalence rates 2008) 

Other important health issues are child illnesses which are being tackled by an Integrated 

Management of Childhood Illness (IMCI) program. Expanded Programmes on Immunization and 

control of communicable diseases have also been carried out in the larger district. Non-

Governmental Organizations (NGOs) involved in healthcare in the area include World Vision, 

Child Welfare Society of Kenya (CWSK) and African Medical Research Foundation (AMREF).   

 

Cultural Practices  

The larger district has a large number of people from the Maasai tribe who are known to be strict 

followers of their culture and traditions. Their main economic activity is pastoral cattle-rearing and 

their culture is dominated by issues surrounding cattle, which include drinking blood from the 

cattle, high consumption rates of beef and also the Massai males’ now famous acts of bravery in 

defense of their cattle/livelihoods.  
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Table 1: LAIKIPIA NORTH AND LAIKIPIA EAST DISTRICT ADMINISTRATIVE UNITS, AREA, 

POPULATION AND DENSITY  

LAIKIPIA NORTH 

DIVISIONS  

NO. 

LOCATIONS 

NO. OF SUB 

LOCATIONS 

AREA IN 

KM2 POPULATION DENSITY 

Mukogondo 9 12 968.6 13,176 14 

 

LAIKIPIA EAST 

DIVISIONS       

Central 5 12 2385.2 77,478 32 

Lamuria 4 6 1106.6 38,517 35 

TOTAL 18 30    

 

Source: 1999 Kenya Population and Housing Census ‘Counting our people for Development’ 

GOK 1999 

The BNKE program focal points lie across three divisions, Mukogodo in Laikipia North district; 

Lamuria and Central divisions in Laikipia East district. (See Figure 3 in the appendix section for 

the location of the health facilities in districts of Laikipia North and Laikipia East)  

 

 Mukogodo Division: Mukogodo Division is situated in Laikipia North district, and is divided in nine 

smaller administrative units (locations); namely Mumonyot, Ilngwesi,Makurian, Ildigiri, Oloibosoit, 

Sieku, Ilpolei, Ilmotonik and Mukogondo location which is home to the district capital, Doldol. 

These areas will form the scope of the study. The majority of the inhabitants in Mukogondo are 

Masai pastoralists. The population of Mukogondo in 1999 Population and Housing Census was 

13,17610. The current population is estimated to be 25,000 after factoring the population growth at 

about 1.7% per annum. The same census indicates that the area had a total of about 3000 

households.  
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Central Division: Central Division is situated in Laikipia East district, the division is divided into 

five smaller administrative units (locations); namely Nanyuki, Marura, Segera, Daiga, Nturukuma 

and Tigithi. Nanyuki Town location, its surrounding areas, and Tigithi location form the scope for 

the study in this division.  The main economic activity is trading, tourism and there is also a large 

military (Airforce) base in the area. In terms of ethnic mix, the area is relatively cosmopolitan with 

a mix of most communities in Kenya though dominated by Kikuyu and Maasai. 

 

Lamuria Division: Lamuria Division is also situated in Laikipia East district, and is the second 

division in the district that forms the scope for the BasicNeeds urban program. The division is 

divided into four smaller administrative units (locations); namely Sirma, Ngobit, Lamuria and 

Tigithi which will are all in the scope of the program and this study.. The majority of the 

inhabitants in Lamuria are mixed farmers who settled in the area. In terms of ethnic mix, the area 

is relatively cosmopolitan with a mix of mostly Kikuyu; and Meru, Maasai and Samburu. The 

population as per 1999 Population and Housing Census was 38,51711. The current population is 

estimated to be about 50,000 after factoring the population growth at about 1.7% per annum. The 

1999 PHC indicated that the area has a total of about 9700 households. 

 

A recently released Government of Kenya (GOK)/World Bank Funded study 12 indicates that the 

larger Laikipia District has the highest poverty incidence gap in Kenya, with range of poverty 

across the divisions in Laikipia ranging from poverty levels of only 2% to highs of 56% incidence 

of poverty, i.e. percentage of those living below the poverty rural absolute poverty line of Kshs. 

2,64813(USD35) per month.  
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1.5.2     Meru South  

Meru South district is located in Eastern Province and borders Maara district to the North, 

Tharaka to the East, Embu and Mbeere to the South and Nyeri and Kirinyaga Districts to the 

West at the peak of Mt. Kenya. The area covers 804.7sq.km and has a population density 0f 309 

persons per sq Km. The table below shows divisional administration units and their area. 

 

Table 2 below shows divisional administration units and their area. 

Table 2: MERU SOUTH DISTRICT ADMINISTRATIVE UNITS, AREA, POPULATION AND 

DENSITY (2007) 

DIVISION  NO. LOCATION 

NO. SUB 

LOCATION 

AREA IN 

KM2 POPULATION DENSITY 

Magumoni 5 13 64.2 36446 561 

Chuka 6 18 169.6 59621 347 

Igambang’ombe 5 12 210.9 25957 122 

Mt. Kenya  0 0 360 0 0 

TOTAL 16 43 804.7 122,024 309 

 

The topography of the district has greatly been influenced by Mt. Kenya volcanic activity creating 

“V” shaped valleys within which main tributaries of River Tana flow originating from Mt. Kenya 

forest. The tributaries flowing eastward, are - Thuci, Naka and Ruguti. 

 

The altitude of the district ranges from 5200 m at the peak of Mt. Kenya and drops down 

Eastwards to 600m in Tharaka. The annual rainfall ranges from 1200mm in Kiang`ondu forest to 

below 700mm in lower areas with higher precipitation being in October and December. The 

rainfall depicts bi-modal pattern with rain falling during months of March, May and October to 

December. Temperatures are cool, moderate and hot for highland, middle and lowland areas 

respectively. Highland ones range between 17 to 14 and lowland 21 to 27 degrees centigrade. 
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According to 1999-population census the district has 122,024 people. There are 58945 and 

63080 males and female respectively with females being more than males.  

 

The district is endowed with vast resources, which include Land, Minerals, Forest, Water and Mt. 

Kenya as a tourist attraction. 

Agriculture: Resource exploitation falls in two major sectors namely Agriculture and Livestock, 

leaving other resources poorly exploited. This calls for intensive awareness to change this over- 

reliance on agriculture and livestock, as it cannot accommodate the rising population and 

workforce. The main agricultural activities in the district revolve around cash crop (coffee, tea and 

tobacco) and subsistence crops (Maize, beans millet) farming. Other food crops grown are Irish 

potatoes, Yams, Sweet potatoes Arrowroot and cassava. Bananas are also grown and act as 

both cash and food crop. Cash crop farming for Tobacco and cotton is yet to be adequately 

exploited in Igambang’ombe, Lower Muthambi, Magumoni, and Chuka divisions. Horticulture 

crops production has great potential in the areas however this is not exploited owing to 

inadequately developed irrigation facilities. 

 

Economic Activities  

Formal Sector: Commerce, trade and service in the district are mainly depended on agriculture 

and forestry, which are the main sources of employment and revenue generation. 

  

The informal economic activities vary and are mostly managed by women self-help groups and 

small- scale commercial enterprises located in trading centres and markets. The women groups 

often excel in bread making, Posho Milling, brick making, poultry, bee and goat keeping, basket 

making, seedlings and basket-making (popularly known as ‘ciondos’). Other popular business 

activities include barber and salon shops, motor and electrical repairs, especially in the urban 

centers. 
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Cultural Practices  

The people in Meru South are predominantly from the Chuka and Meru tribes who (similar to 

some other communities in Kenya) are strong patriarchal societies. Many cultural practices in 

Meru South thus have a gender imbalance, where the boy child is brought up as a leader while 

the girl child is expected to be submissive. The male is in-charge of cash crop production which is 

the major income source for many families; women on the other hand involve themselves in small 

income generating activities which the males also control almost indiscriminately. Female genital 

mutilation is predominant in lower (southern) parts of the district. 

 

Health   

HIV/AIDS has had a profound negative effect on the health of the population, an increase in 

problems associated with chewing of ‘quat’ (known locally as ‘miraa’) is another serious health 

(and social issue) in the district.   

 

(See table 8 in appendix 2 for selected socio-economic, demographic and health indicators in 

Meru South district)  

 

1.5.3    Nyeri   

The districts of Nyeri North and Nyeri South in Central Province were hived off from the larger 

Nyeri District. The larger Nyeri lies at the eastern base of the Aberdare (Nyandarua) Range that 

form part of the eastern end of the Great Rift Valley and on the western side of Mount Kenya. The 

larger Nyeri has a population of 693,664 covering an area of about 3355.5km2. The Local people 

in Nyeri are predominantly of the Kikuyu tribe. The larger District borders Laikipia and Meru North 

Districts to the North, Nyandarua to the West, Kirinyaga District to East and Murang’a district to 

the South. Nyeri North district has its headquarters in Chaka which is about 145km north of the 

capital city- Nairobi. Nyeri North district is sub-divided into two divisions; Kieni West, and Kieni 

East.  
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Table 3: NYERI NORTH AND NYERI SOUTH DISTRICT ADMIN ISTRATIVE UNITS, AREA, 

POPULATION AND DENSITY 

 

NYERI NORTH: 

DIVISIONS  

NO. 

LOCATIONS 

NO. OF SUB 

LOCATIONS 

AREA IN 

KM2 POPULATION DENSITY 

Kieni West 5 13 64.2 ? 561 

Kieni East 6 18 169.6 59621 347 

TOTAL 11 31    

 

NYERI SOUTH 

DIVISIONS       

Municipality 2 22 167.9 101,238 603 

Mukuruweini 6 27 179.5 87,447 487 

Othaya 4 28 184.2 88,291 479 

Tetu 6 38 212 80,100 378 

Mathira 7 39 257.5 150,998 586 

TOTAL 25 154  508,074  

 

Source: 1999 Kenya Population and Housing Census ‘Counting our people for Development’ 

GOK 1999 

(See Figure 4 in appendix 2 for location of BNKE Urban program focal points in the districts of 

Nyeri North and Nyeri South)  

Kieni West Division: Mugunda is a location located at the Northern most parts of Kieni West 

Division and is the focal point for the BNKE program in Nyeri North District. Kieni West Division is 

one of only two semi-arid divisions (the other being Kieni East) in entire larger Nyeri. Kieni West 

division is made up of Mwiyogo, Mugunda, Gatarakwa, Endashara and Mweiga locations.  Kieni 

West Division had a population of 68,461 people according to the 1999 Population and Housing 

Census while Mugunda location had a population of 11,641 people according to the same 



 20

census. The current population is estimated to be about 18,000 after factoring in population 

growth rate at about 1.7% per annum. The same census indicates that Mugunda had a total of 

about 2700 households in 1999. The majority of the inhabitants of this comparatively vast location             

(138 sq km)  are Kikuyu.  

 

Mukuruweini and Municipality Divisions: Mukuruweini and Municipality divisions are the BNKE 

program focal points in Nyeri South district which has Mathira, Othaya, and Tetu as the other 

divisions. Municipality covers Nyeri town, whose population was 98,908 in the 1999 census. 

Mukurweini division covers a geographical area of approximately 180 sq km  and is made up of 5 

locations: Gakindu, Muhito, Githi, Gikondi, Giathugu and Rutune, the total population was 84,447 

in 1999 Census, which after factoring the population growth rate is estimated to be 130,000.   The 

BN focal points in Mukuruweini division are located in Mukuruweini town (Kiahugu) in Muhito 

location which houses the Mukureweni sub-district hospital, Ichamara (sub-location) dispensary in 

Githi location and in Karaba (sub-location) dispensary in Gikondi location. 

 

Economic Activities  

Commerce, trade and agriculture dominate economic activities in the two districts; these 

commercial activities are heavily dependent on agriculture and livestock farming. Nyeri North is 

particularly arid and ranching is the main economic activity. Other small scale activities include    

small-scale commerce in trading centers and markets. Hawking is a common feature. The 

presence of a Mount Kenya in the area is a tourist attraction that has also provided employment 

opportunities (mostly moderately paid labor) in the tourist lodges.   
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1.5.4    Nyandarua  

 

The larger Nyandarua district at the time of carrying out the study14 was administratively divided 

into two districts -Nyandarua South and Nyandarua North. Nyandarua South District lies between 

latitude 0008 N and 00 50 South and between longitude 350 13” East and 360 42” East. The district 

borders Nyandarua North District to the North, Nyeri South and Murang’a South Districts to the 

East, and Kiambu West and Naivasha districts to the South and to the west respectively. 

Nyandarua South district has a total land area of 1367 sq. Km . this constitutes 0.3% of the whole 

republic and 13.3% of Central Province. It stretches for approximately 110 Km from North to 

South and 35 Km from East to West. There are 3 Divisions in the district namely- North Kinangop, 

South Kinangop and Kipipiri Division, which are further subdivided into 10 locations and 34 Sub-

locations. The district has an estimated population of 319,090 being a projection from the 1999 

national population census of the three divisions as illustrated in table below. 

 

Table 4: NYANDARUA SOUTH DISTRICT ADMINISTRATIVE UN ITS, AREA, POPULATION 

AND DENSITY  

 

NYANDARUA 

SOUTH: 

DIVISIONS  

NO. 

LOCATIONS 

NO. OF SUB 

LOCATIONS 

AREA IN 

KM2 POPULATION DENSITY 

Kipipiri 5 13 543.8 95,842 145 

North Kinangop 2 8 475.3 81,827 142 

South Kinangop 3 13 348.1 102,500 242 

TOTAL 10 34  260,169  

 

Source: Nyandarua South District Statistical Office (from 1999 PHC Census projected to 2005) 
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The focal points in this district are located in North and South Kinagop divisions:  

North Kinangop Division: Situated in Nyandarua South District, divided into 2 administrative units/ 

Locations namely: Engineer Location, also home to the District Headquarters at Engineer and 

Mukeu Location. Area 475.3 sq Kms, Population 81,827, Households 13,983.Majority of the 

residents are Kikuyus and the main economic activity is farming and dairy cattle. 

 

South Kinangop Division: Situated in Nyandarua South District, divided into 3 Locations namely: 

Njabini, Nyakio and Magumu Locations. The division has an area of 348.1 sq kms, population of 

102,500 with 18,633 households according to the 1999 PHC. The majority of the residents are 

Kikuyu and the main economic activity is dairy farming and cultivation of food crops. 

 

 

Table 5: NYANDARUA NORTH DISTRICT ADMINISTRATIVE UN ITS, AREA, POPULATION 

AND DENSITY 

 

NYANDARUA 

NORTH: 

DIVISIONS  

NO. 

LOCATIONS 

NO. OF SUB 

LOCATIONS 

AREA IN 

KM2 POPULATION DENSITY 

Ol Kalou 6 14 592.2 98,806 167 

Ol Joro Orok 4 12 381.9 65,229 171 

Ndaragwa 6 19 683.6 85,245 125 

Nyahururu (in 

Laikipia District, 

1999) 4 6 247.6 37,412 151 

TOTAL 20 51  286,692  

 

Source: 1999 Kenya Population and Housing Census ‘Counting our people for Development’ 

GOK 1999 
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Nyandarua North District: The focal points in this district are located in all the 3 divisions in the 

district .i.e. OlKalou, Ol-Joro Orok, Ndaragwa and another in Nyahururu division in Laikipia West 

district.  

 

The altitude of Nyandarua North varies between 399 m above sea level on the Aberdares ranges 

to the South East and 1828 m towards the floor of the Great Rift Valley. The land drops in series 

of fault escarpments westwards towards the Rift Valley. The drainage pattern consists of the 

Malewa River, which flows from the Aberdare mountain ranges into Lake Naivasha in the South 

and has a number of swift running streams that forms its tributaries.  

 

Ol-kalou Division:  

 

Ol Joro-orok Division:  Ol Joro-Orok Division is situated in Nyandarua North District, the division 

is divided into four smaller administrative units (locations); namely Gatimu, Ol Joro-orok, Weru 

and Gathanji. The majority of the inhabitants are Kikuyu farmers. The area is 381.9 sq kms, with 

a population of 79,243 and there are 14,314 Households. (1999 PHC) 

 

Ndaragwa Division:  Ndaragwa Division is divided into six smaller administrative units                

(locations): namely Leshau, Shamata, Kiriogo, Kiruita, Kahutha and Kanyagia. The majority of the 

inhabitants are Kikuyu farmers. The area is 683.6sqKms, population is 103,561 and there are 

19,137 Households. 

 

Nyahururu Division: Nyahururu division is administratively not  situated in Nyandarua North 

district. It lies in Laikipia West district. Nevertheless it is included in the BN program and in this 

baseline study because it is a crucial health ‘catchment area’ and an important, economic, social 

and cultural ‘link area’ for Nyandarua North.  
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Economic Activities 

Farming, trading and small scale services are the main economic activities in the larger district; all 

these activities are mainly depended on agriculture (and forestry) which are the main economic 

occupation of the people. Dairy, potato, cabbage and other vegetable farming are especially 

lucrative in Nyandarua South. These food products are often transported to service the large 

market in Nairobi and its environs. 

  

Health   

The larger Nyandarua area has relatively cool temperatures (influenced by the Aberdare range of 

mountains) and respiratory infections are common especially among children. Source: Nyandarua 

South District Hospital Clinical Officer    
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Chapter 2: Scope, Planning & Methodology  

This chapter of the report is divided into three sections, the first section examines the study 

purpose and objectives i.e. what was the motivation for carrying out this baseline study. The 

second describes the process of how the baseline study was carried out (i.e. design, formulation, 

planning and implementation; while the last section delves into the specific methods that were 

used in the study i.e. the methodology. 

  

2.1 Study Purpose and objectives  

The purpose of the baseline study was three-fold; to gather information about the mental health 

situation in four larger districts in order to develop appropriate strategies for the rural program; to 

establish a baseline reference for reviews and evaluations which can effectively help assess 

change in the situation of mentally ill people in the four areas and to establish benchmarks for 

further development of mental health programs in Kenya.  

 

There are five specific objectives that defined this baseline study, they are:  

·  To investigate the state of mental health services (including non-conventional 

services) in the project areas especially with regard to quality and accessibility for 

persons with mental illnesses or epilepsy.  

·   To assess the specific capacities, skills, strengths and weaknesses of the 

BasicNeeds Kenya’s project partners to implement the mental health and 

development program 

·  To assess current capacities of identified persons with mental illness or epilepsy  for 

engaging in livelihoods and advocacy actions and to investigate the potential for user 

group formation  
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·  To assess the level of understanding about mental health in the project communities 

as well as availability of community capacities and resources to support rights of 

persons with mental illness or epilepsy. 

·  To explore the links between mental health issues and key cross cutting themes of 

age, gender, disability and HIV in the project areas 

  

2.2 Study Design, Planning and Implementation  

 

The study was conducted between November 2008 and March 2009 and the processes were as 

follows: 

Design: The baseline study concept note was drawn by the RPO; this includes details on of the 

study design, the purpose, objectives, methodology and thematic areas of the study. The RPO 

worked closely with PPD in India (Research Manager and Director) to concretize the note, 

including the design (cross-sectional, descriptive), methodology (discussed in detail in next 

chapter), the tools and work plan15.  On completion of the concept note, a draft Terms of 

Reference (TOR) was produced to be circulated for input from the program partners.   

 

Planning: Consultations were held with Program Officers of BNKE (CPM, RPO, CDO, and 

Administrator) in order to facilitate the involvement of partners in the implementation of the study. 

The study TOR was then circulated to all the partners for their inputs. During these exchanges 

the following issues/matters were discussed:  

 

·  Partners to concentrate on primary data collection within their specific program areas 

(see table 5 in the appendix section for list of all partner and BNKE staff involved in the 

study) 

                                                 
�3 � ���
���	��@���
	����



 27

·  Specific roles and responsibilities of partners in the data collection,  

·  Language(s) to be used in field data collection  

 

After the meetings, the RPO fine-tuned the work plan and tools (See Appendix 2 and 4). Separate 

meetings were held each with the specific persons involved in the data collection exercise to 

discuss the interview guide. A teleconference meeting was held with the BN Director for Policy 

and Practice (PPD) to discuss and fine tune the final study TOR.  

 

Implementation : Partners and focal persons in the various districts made initial contacts with 

Chiefs and village heads in the communities where the baseline was conducted. Proposed dates 

were communicated to and agreed with them. The chiefs and Village heads were involved in 

inviting and mobilizing mentally ill people and their carers as well as community members for field 

consultations and focus group discussions.  

Letters informing and requesting district social development, health and education personnel for 

discussions and key informant interviews on proposed dates concerning the data collection were 

sent by the RPO in consultation with partners.  

The partners and BNKE research team (RPO, CPM, and CDO) conducted the interviews, 

facilitated focus group discussions, interpretation or recording proceedings of interviews and 

focus group discussions at different times during the field data collection.  

 

2.3 Methodology 

 

The study adopted a participatory approach in both data collection and analysis – and overall a 

mixed methodology blending literature reviews, individual (key informant) interviews, group 

discussions, life story narrations in addition to observation of various field activities.  
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    2.3.1 Data Collection  

 

There were in total five data collection methods used to inform the study, i.e. Literature reviews, 

Transect walks (observations), Desk interviews (Key Informants), Focus Group Discussions, and 

Community consultation meetings.   

   

Secondary Data Collection 

Literature review: The following documents were reviewed before going into the field work phase: 

National Health Sector Strategic Plan II, WHO Mental health Atlas 2005/6, WHO website (mental 

health), Information about INGO/AIDS organizations, (Caritas Nyeri, Maendeleo ya Wanawake, 

Schizophrenia Foundation of Kenya etc), Kenya Population and Housing Census 1999, Kenya 

National Bureau of Statistics website (www.cbs.go.ke)  Kenya Demographic and Health Survey 

2003, National Socio-Economic Development Plan, (Vision 2030), Health data (records) from 

facilities in the focal points (to understand mental health trends before intervention of BNKE), 

Baseline study report samples from : BNKE (Urban Program) BNTZ, BNUganda, BNLaos, 

BNGhana, and District Development plans for the program areas. The information was useful for 

Health and demographic information about the study areas, for assessing partners, for global 

statistical and policy data/information on mental health and national health and mental health and 

development policy 

 

Primary Data Collection:  The research approach at the field level was largely participatory with 

practical useful insights gained from the BNKE urban program baseline study and implementation 

of the BN community mental health model in Kangemi, Nairobi. The process and 

instruments/tools were designed for the active involvement of key stakeholders including, people 

with mental illness and their families.  
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The tools that were used in the collection of primary data included Community consultation 

meetings, focus group discussions, and key informant interviews16. The selection of these tools 

was largely influenced by the largely qualitative nature of the study. Participants in the focus 

group discussions included people with mental illness and their carers, health and community 

development workers. Key informant interviews were conducted with government officials District 

Medical Officers of Health (DMOH), District Social Development Officers (DSDO), District 

Development Officer (DDO) and District Gender and Social Development Officers (DGSDO). The 

research tools were developed by BasicNeeds in consultation with the research team.  

 

·  Community consultation meetings: 33 meetings were held between October 2008 and 

March 2009 during which 480 people with mental illnesses or epilepsy17 and their care 

givers were consulted. These meetings were facilitated by the BNKE Community 

Development Officer and partner staff as part of the community entry process.   

·  Focus Group discussions: In total 70 people with mental illnesses and their care givers 

were consulted through 4 focus group discussions. 31 adult males, 45 adult females and 

24 children were involved in these Focus Group Discussions.  

·  Key informant interviews: The BNKE RPO conducted 11 one-on-one KIIs to gain deeper 

understanding on health, mental health, socio-economic and cultural situation in the 

program areas. The following Government of Kenya Officers were consulted for socio-

economic information: The DSDO in Laikipia East, Nyeri South, Nyandarua North, 

Nyandarua South and Meru South and the District Development Officer (DDO) in Laikipia 

East. To access the mental health situation at baseline, the respective DMOHs in Nyeri 

South, Nyeri North, Nyandarua North and Meru South were interviewed.   

 

(See Appendix 4 for the data collection plan table) 
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     2.3.2 Data Analysis  

Both quantitative and qualitative data analysis was carried out. The first community level 

participatory analysis was carried out in Meru South district and this helped in the triangulation 

and feedback from the primary stakeholders (an in-built mechanism for dissemination) as well as 

causing local action. This level of analysis and participation also enhanced in-depth 

understanding of concepts and responses given by the respondents. The data was then analyzed 

by the RPO who was assisted at this stage by a resource person who focused on the qualitative 

analysis. (See Appendix 4 ii. for the tabulated data analysis plan). The objectives of the baseline 

study formed the thematic scope for the qualitative analysis. From the five study objectives the 

following themes were developed to help analyze the information: 

 

       Mental Health Services and Policy 

This theme highlighted issues of:  � Treatment (Access, Affordability), Priority of mental health 

services delivery versus other diseases �  Types of treatment (Traditional healers, Spiritual 

healers etc). Rehabilitation programmes �  other services �  Personnel (Motivation and incentives 

to staff), financial resources (budgetary allocation), Types of drugs used and availability �  Policies 

(General Health Policies, Mental Health policies, Partner Programmes) 

 

      Linkage of public mental health units with NG O programmes/projects  

The following issues were examined in detail: � Assessment of the specific capacities, skills, 

strengths and weaknesses of Existing NGO programmes/projects and how these can be useful in 

community mental health projects/programs  

 

      Sustainable Livelihoods  

� Employment and education status, � Tangible livelihood resources (livestock, arable land, or 

access to credit), � Existence of Self Help Groups etc were examined in detail. 
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      Knowledge, attitudes, perception and beliefs about and towards people with mental 

illness  

� Effects of mental illness on mentally ill person, family and on community  

Including the gender dimensions � Access to and control of resources �  Participation issues (civic, 

social, and political) were the focus areas under this theme. 

 

     Cross cutting issues   

� Effects of mental illness on children, women, men, � Relationship with HIV/AIDS etc�  Rights of 

people with mental disorders (health, civic, economic) 

    

    2.3.3 Report Writing 

 

The BNKE RPO was responsible for drafting the report with assistance from the CPM. Report 

writing involved sorting and compiling the literature reviews and the analysed information, study 

limitations and strengths are also discussed and lasting the formulation of actionable study 

recommendations. ‘Three’ draft reports were prepared before the final report was completed; the 

first draft document was triangulated among with the Key informants, while all the three draft 

reports were triangulated with the CPM and PPD.  

 

2.4 Study Limitations 

A number of the focus group discussions and consultations were held in the local languages, 

which were then translated into English. Secondly, the data collection exercise took place when 

there was general shortage of food in the country after the destruction of food occasioned by the 

post-lection violence in 2007 and compounded by poor harvests due to unfavorable weather, thus 

many people were in search of food/begging for food, This made it difficult to get all the numbers 

of required people at agreed times. Lastly,- partly due to the second reason above,  and poor co-

ordination with the district health team-comprehensive primary data collection did not take place 

Laikipia North district.   
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2.5 Strengths of the Study  

There was active participation, involvement and enthusiasm by the key stakeholders’ particularly 

in the data collection stage. Staff of partner organizations, government officials at health facility 

and the administration also played an important role in the mobilization of community members 

and other key informants for the data collection. Partner staff also took part in the collection and 

recording of the data in the field. The study afforded mentally ill people and their carers the 

opportunity to openly express their daily experiences as mentally ill people and carers.  The study 

served as an important opportunity for the research team to learn and to be sensitized on mental 

health issues. 
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Chapter 3: Findings  

3.1 Mental health services  

 

3.1.1 The state of mental health services and their  accessibility for persons with mental 

health illnesses or epilepsy  

 

a. Persons seeking mental health services (diagnose d with mental illness)   

The table below shows the number of people who have been accessing mental health services in 

the areas in the year prior to the entry of the BasicNeeds supported program. This information 

was collected in order to understand the trends and estimate the prevalence18 of mental disorders 

at baseline. The trend that was evident in all the areas is that there was concentration of persons 

seeking mental heath services at the district hospitals. The information from the lower level 

facilities is scattered and data on mental health (if available) is recorded under ‘other illnesses’ in 

the MOH facility disease surveillance sheets. In Nyandarua North (Nyahururu District hospital) the 

number of persons accessing mental services (with mental disorders) was 521, a comparatively 

high figure in comparison to the other areas. In Meru South (Chuka district hospital), there were 

426 persons who had accessed mental health services in the year prior to BasicNeeds supported 

program, while in Laikipia East (Nanyuki District Hospital) the numbers were 286;  for a total of 

about 1200 people.  
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Table 6: Total number of persons diagnosed with men tal illnesses and epilepsy in the 

program areas in year prior to introduction of Basi cNeeds Rural program  

 

 

 

Laikipia East 

(Nanyuki) 

 

Male       Female 

Meru South 

(Chuka) 

 

Male     Female 

Nyandarua North 

(Nyahururu) 

 

Male     Female 

Total  

 

 

Male   Female 

Schizophrenia 28 23 17 19 70 39 115 81 

Depression 25 27 35 50 25 27 85 104 

Bi-Polar 5 8 32 25 50 56 87 89 

Epilepsy  5 2 44 87 40 29 89 118 

Dementia 3 8 6 3 8 15 17 26 

Anxiety Disorders 13 22 22 16 34 32 69 70 

Psychosis 50 5 18 15 19 21 87 41 

Others 21 34 15 12 45 11 81 57 

Not known 2 5 7 3 0 0 9 8 

Total 

152 134 196 230 291 230 639 594 

286 426 521 1233 

 

 

b. Health facilities, Personnel, capacities for pro vision of mental health services 

 

Meru South 

 

There are twelve (12) public health facilities serving the entire district; which is served by five 

doctors, eight clinical officers, two pharmacists, one pharmaceutical technologist and nine nurses. 

The district hospital (Chuka) offers mental health services and ‘some’ of the personnel (nurses 

and volunteers) have had prior training on mental health. There is a well trained psychiatric nurse 

at Chuka hospital who serves the entire district. At the time of carrying out this study BasicNeeds 

had successfully organized training workshops on basic mental health with the assistance of this 
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nurse, these were done in Mpukooni health centre, and Mukuuni and Kanjuki dispensaries. 

Though the DMOH insists that the facilities are accessible to the communities that they serve; 

 

“Most of the health facilities here are accessible to the communities that 

they serve” 

                  DMOH, Meru South,    

 

the study found that there are nevertheless serious gaps that exist in providing cost–effective 

mental health services to outlying areas in the district, primarily due to the long distance to 

Chuka. 

 

 

Nyeri  

 

Nyeri North district has thirty three (33) public health facilities; however only Karatina district 

hospital handles cases of mental health. The rest of the health facilities offer generalized health 

services and refer to the district hospital. Accessibility to some of the health facilities is limited. 

 

“There are dispensaries that are eight kilometers away from the 

catchment area and the poor state of roads make the situation worse; 

for example Kavati and Mbeere dispensaries where the public transport 

vehicles access is only once in a day while Embango dispensary is 

located deep into the aberdare forest”-  

                       DMOH, Nyeri North  

 

“I used to get drugs for my child from Nyeri provincial hospital but now I 

get from the dispensary, the drugs are sometimes not there”                                     

Mother/Carer, Nyeri North 
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Of the five health centers available, only two have clinical officers both of whom are sponsored by 

International Centre for Aids Care and Management (ICAP)19 on contractual basis’ the rest of the 

centres are manned by nurses. There are 27 public health dispensaries spread across the 

district, only five have the required two nurses (in two of the facilities they are paid by the 

community). In addition, in two dispensaries, the community has fundraised to put up 

laboratories. Severe cases from all dispensaries are typically referred to the provincial general 

hospital (PGH) in Nyeri town.  

 

Nyeri South district has a relatively high number of public health facilities (52) primarily because 

of the high population density in this area.   

 

Nyeri South has a total of fifty two (52) health facilities; however only 

Nyeri Provincial general and Mukurweini hospitals have psychiatric 

wards and clinics respectively. Othaya district which was recently 

upgraded does not have mental health services.  

                         DMOH, Nyeri South 

 

The Nyeri PGH located in Nyeri town has a psychiatric clinic manned by a psychiatrist (Provincial 

psychiatrist) and two psychiatric nurses The PGH is a referral hospital and receives many cases 

of people suspected of mental illness that have been referred from the larger Nyeri district. 

Mukurweini sub-district district hospital also has a psychiatric clinic, however the facility 

experiences numerous service delivery gaps that hinder provision of proper mental health 

services.  

 

“There is no proper compilation of mental health data”  

DMOH, Nyeri South . 
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“There are serious data gaps that compromise the quality of services”                     

DSDO, Nyeri South 

 

Mukurweini sub-district hospital in Nyeri South has only one doctor in charge and three clinical 

officers to serve a population in excess of 90,000 (1999 PHC).  The other BasicNeeds focal 

points in the district are Karaba and Ichamara dispensaries, these are run by nurses and prior to  

BasicNeeds intervention both facilities referred people suspected of mental illnesses to 

Mukuruweini sub-district hospital.  

 

Nyandarua 

 

In Nyandarua North there are twenty six (26) health facilities; Nyahururu district hospital handles 

all cases of mental illness. The rest only offer generalized health services and refer the incoming 

cases to the district hospital. The DMOH Nyandarua North indicated during a Key Informant 

Interview that seven out of nineteen dispensaries in the area are ‘out of reach’ for most of the 

people in the catchment area due to the poor road network, with two (i.e. Kanjuera and Mukindu) 

dispensaries the worst affected and rendered inaccessible during rainy seasons. In the district 

two in every three dispensaries are manned by one nurse while three in every five health centers 

has a clinical officer.  

 

“Most of the health workers operate (work) in “higher positions” [than 

their job descriptions indicate] and also do cross cutting activities,  for 

example the nurses often take up roles of a clinical officer or in some 

cases of a specialist” 

DMOH, Nyandarua North . 
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Nyandarua South has a total of twenty (20) health facilities which are run by the government; 

however it is only Nyandarua Sub-district hospital at Engineer that offers mental health services, 

the other health facilities only offer generalized health services. The interview with the 

Administrative Officer at the hospital indicates that Nyandarua South has only eight (8) accessible 

health facilities while the other twelve (12) are largely inaccessible due to poor road network. The 

dispensaries can only treat minor mental illnesses such as depression and convulsion disorders 

while referring the complicated cases to other hospitals. Currently the district hospital has 

managed to buy small quantities of supplementary drugs for mental illness through cost sharing. 

The mentally ill persons and their carers complain that the drugs are expensive and sometimes 

unavailable. However they all agreed that the drugs that are available are effective. 

 

“Tene ndarogotaga maratathi na riu ni ndatigire” 

 

(Before I started the medication, I used to roam around picking waste 

papers but I no longer do so) 

- Regina W.- Nyandarua South 

 

 

At the time of conducting the baseline study the sub-district hospital in Engineer had no doctor in 

charge of the facility and was served by one clinical officer and 11 nurses. Njabini health centre 

has six nurses instead of the required eleven while Karagita health centre has two nurses instead 

of the required ten. Public health dispensaries in the area are served by two nurses per 

dispensary instead of the required six. There are no psychiatric nurses in the community; the only 

one in the district is at Engineer sub-district hospital. 

In Nyandarua South, mental health services have not been prioritized at the health centre and 

dispensary levels, (community), these services are provided at the district, provincial and national 

referral levels which are not easily accessible to many people. 
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“I have not been on medication due to lack of money but BasicNeeds 

has helped us”- 

Mentally ill woman, Nyandarua South 

 

Table 7: Number of Public health facilities in the project area 20  

 

 

 

Meru South  

 

 

 

Nyeri 

 

North        South  

Nyandarua 

 

North      South  

Total 

 

 

Provincial Hospitals 0 0 1 0 0 1 

District Hospitals 1 1 0 1 0 5 

Sub-district hospitals 0 0 3 1 1 1 

Health Centers 1 5 7 5 3 21 

Dispensary 10 27 41 19 16 113 

Total  12 33 52 26 20 141 

 

Source: Interviews with the respective District Medical Officers of Health  

 

3.1.2 Psychotropic drugs  

The types of drugs available in public health facilities to persons with mental disorders in Kenya 

are in drug kits that are provided by the headquarters of Ministry of Public Health and Sanitation 

from the Kenya Medical Supplies Agency. Drug kits are designed according to the five facility 

levels of public health care in Kenya form level 2 (dispensaries) to level 6 (National referral 

hospitals). 
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The common psychotropic drugs used in the treatment of mental illnesses in the project areas 

include: 

 

Drug    Disorder 

Diazepam   Anxiety disorder 

Amitriptyline   Depression 

Chlorpromazine   Psychoses (low potency) 

Haloperidol   Psychoses (high potency) 

Phenobarbitone   Epilepsy 

Carbamazepine   Epilepsy 

 

Persons with mental illness and persons with Epilepsy and their carers who were interviewed 

during the study almost unanimously agreed that though the drugs are inexpensive and mostly 

work; they are often unavailable. 

 

“My son is improving” 

Male Carer, Laikipia East 

 

‘Madawa haya ni nzuri sana” 

(These drugs are good) 

Woman carer, Nyeri North 

 

“Nii ndirarugagira ciana, ni tondu ndirahotaga kumenya mathaa. Riu ni 

ndirahota kuruta mawira makwa moothe” (I never used to cook for my 

children because I had lost sense of time, nowadays I perform all my 

household duties)                                                                                             

Person with Mental Illness, Nyandarua South 

 

 

 



 41

3.1.3 Rehabilitation programs and other development al services available for people with 

mental illnesses  

 

The program area has various public and private vocational training and rehabilitation centers; 

these include Embu vocational training centre (covering Meru South), Nyandarua rehabilitation 

center and Olkalou School for disabled (Nyandarua). In Nyandarua there are special units within 

schools and special teachers who handle the mentally ill persons. In the same district , the 

following are special homes for persons with mental disorders:  Maili Inya, Kimaru Unit, Olkalou 

Githuri and Ngano unit. In Nyeri South the government has set up Wamagana and Wandumbi 

special schools to cater for various types of disabilities. 

 

“This department through social welfare programme provides 

counseling services to the mentally ill and their guardians; we also link 

them to the relevant service providers” 

DSDO, Nyeri South 

 

In Laikipia East there are limited public rehabilitation and developmental facilities available to 

handle mental disorders. 

 

“The facilities that handle mental disorders are not [widely 

distributed]” 

DSDO, Laikipia East  

  

According to the district gender and social development officer (DGSDO), the department of 

gender and social services has a program for persons with disabilities whose mandate is to 

resettle such persons in the wage and self employment to ensure that they are economically 

independent and are able to fully participate in development. Registration for self help groups for 

people with various disabilities is offered free by the ministry of social services.  
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“We always negotiate with local authorities to waive licenses for 

businesses run by people with disabilities” 

DGSDO, Laikipia East  

 

Though developmental services may be available, the potential beneficiaries(mentally ill)  have 

not been able to access them due to lack of proper sensitization by the government officials. 

However the services are limited and most are not specific to mental illness. 

 

 

3.1.4. Non-conventional treatment (traditional and spiritual healers) 

 

Information obtained from Focus Group Discussions in Meru South and Nyandarua revealed 

traditional and faith healing interventions in these areas.; however the big concern particularly in 

Nyandarua was the relatively costly therapies provided from these non-traditional intermediaries. 

 

“I went to Makini herbal in Nyeri town which is 40Km away but I was 

asked to pay Ksh 30,000” 

-Person with mental illness, Meru South 

 

The presence of traditional healers in the project is evident from the discussions; nevertheless 

however their accessibility and the ease with which any person can get access to them is an 

issue that will need more effort as the program further develops because during the baseline 

study there was reluctance among people with mental illness or their carers to openly name these 

healers.  

 

“Those who go to traditional healers go secretly and if they bring what 

has been asked for example goats, they are healed”- 

 

FGD – men, Meru South 
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 “There are people who have ‘spirits’ that cure, “Githemego” (witchcraft), 

the witch doctor can and do heal especially children”  

 

             

                Nyandarua North.  

 

 

3.2 Program Partners’ Institutional Capacity Assessment 

 

3.2.1 Archdiocese of Nyeri – Caritas  

 

Caritas Nyeri is the development arm of the catholic diocese of Nyeri and is BNKE partner in the 

larger Nyeri and Laikipia districts. Their mission is to respect holistic development of the human 

person as guided by the Gospel values and the social teaching of the Catholic Church.  

Caritas Nyeri has been involved in community development work in the areas for the last 15 

years in the following programs: Pastoral care, peace and justice, food security, HIV/AIDS, water 

& sanitation, disability and substance abuse (part of the health program) and mainstreaming 

gender equality across all its programs. 

 

(Source:  Towards Self Reliance Archdiocese of Nyeri, Caritas Nyeri 2008-2012 Strategic plan)   

 

Strengths   

 

Caritas Nyeri has 80 staff members with a vast development experience ranging from public 

health, community development, rural livelihoods, governance and advocacy among others. The 

experience of each staff member will be harnessed in the development of different Modules.  
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Caritas has various community structures through which they do mobilization for different 

development activities. These include parish development committees, justice and peace 

committees, community volunteers, the Catholic Women Association, other small Christian 

communities, Self Help Groups formed under other different projects, and a volunteer network of 

about 800 people involved in home-based care for people with HIV/AIDS. 

They have a well established management, finance and administrative systems and reporting for 

the same. Although mainly funded by external donors, Caritas has endeavored to develop it own 

local funding mechanisms through a training centre and its own office facilities. 

A multi-skilled local board is in place and has representation of special interest groups including 

women and youth. The gesture can still be tapped to have representation of people with mental 

illnesses and disability which has already been incorporated in the current strategic plan. 

 

Challenges in implementing a community mental healt h program 

 

Caritas has not been a strong actor in the health sector and has therefore not been recognized as 

an important player in the past.  Alliance building with the Ministries responsible for health will be 

necessary for them to be accorded the due recognition and support.  Caritas believes in a 

community contribution approach in all its development programmes. Challenges may arise when 

working with poor people with mental illnesses who may not have anything to contribute. 

The organization has a relatively new disability program, thus lack the skills to work with people 

with mental illness and epilepsy and will therefore depend on the program for training and 

mentoring. Development and training in animation techniques and advocacy will also be required 

for Caritas. The organization has low coverage of the most disadvantaged parts of the districts 

with their projects and it is hope that this project will enable then to reach the poorest of the poor 

within the two operational districts. It is anticipated that mobility will be a challenge considering 

the targeted areas are poorly served by road networks. Lastly Caritas has no child protection 

policy in place. 
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3.2.2 Maendeleo ya Wanawake (MYWO) 

 

Maendeleo Ya Wanawake Organization (MYWO) is the BNKE rural program partner in Meru 

South district. The Organization is a national women's development organization with a 

membership of 3million women and branch networks in all districts (excluding the newly 

subdivided districts ) Founded in 1952  their vision is “a society in which equity , peace and justice 

and unity prevails” The MYWO mission is “to uplift and empower women as a means of 

alleviating poverty and creating a  better environment and quality of life for all”   

Strengths  

MYWO has a well established coordinating office with its headquarters in Nairobi. They have 13 

headquarter staff and 155 field officers based in each of their branches. They have an 

established coordinating mechanism from the national level, branch level and down to the village 

level where they have their committees. The organization has an established program set-up and 

is currently implementing projects in HIV/AIDS, gender and governance, democratic governance, 

peace and reconciliation, tree for energy, and Advocacy for elimination of Female Genital 

Mutilation in Kenya. All the project networks are seen as avenues through which promotion of the 

rights of people with mental illness and their families can take place. 

Other community structures that could be leveraged include over 60,000 Self Help Group where 

people with mental illnesses especially women could be integrated and extensive experience in 

advocacy for issues affecting families and vulnerable members of the community. 

Challenges in implementing a community mental healt h program 

Although MYWO has vast experience in rural development, it is not considered a strong partner 

in health development and may therefore have initial challenges in earning the recognition and 

respect of the Ministry of Health and other health stakeholders. 
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There is a sense of competition between government and MYWO in the identification of 

Community Volunteers. The organization has always relied on volunteers for community level 

advocacy and mobilization. The Ministry of Public Health and Sanitation Community strategy has 

not embraced other stakeholders’ versions of volunteerism and this may cause confusion. 

MYWO staff and its membership lack training and experience in mental health and disability 

issues and right based programming. Although MYWO mission is to protect the most vulnerable 

members of the community, they do not have a child protection policy which is relevant while 

working with children who constitute about 30% of the target beneficiaries in this project. 

The project planning, administration, and reporting are weak and will require strengthening. At 

project initiation MYWO did not have a field worker in Meru South District, therefore recruitment, 

training and coaching will be necessary for project roll-out. The communication systems between 

the headquarters, filed office are weak and for effective project coordination, reporting and 

networking communication accessories must be put in place. Lastly, elected officials of the 

MYWO lack sufficient knowledge and information on mental health to support advocacy at both 

grassroots and national levels. 

3.2.3 Schizophrenia Foundation of Kenya (SFK)  

 

The Schizophrenia Foundation of Kenya (SFK) is a voluntary non-partisan foundation founded in 

1995 and registered by the Government of Kenya in 1997. It is also registered was also 

registered as a Charitable Trust in 1998 by the Ministry of Lands. Its affairs are run by a Board of 

Trustees. Membership consists of professionals, families, relatives, users of mental health 

services and friends.  The Objectives of the Foundation are: 

·  To advocate for persons challenged by mental illness in their endeavors.  

·  To be self reliant for better conditions and opportunities for those challenged by 

Schizophrenia and Allied disorders.  

·  To be an educational resource for families and the wider community  
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·  To create support services to those whose lives are challenged by schizophrenia and 

Allied disorders  

 

Strengths 

 

The organization is based in Nairobi and has branch networks in Nyahururu, Nyeri South, 

Kangemi and Mukurweini. SFK is also affiliated to the World Schizophrenia Fellowship.  

 

SFK has established a working relationship with BasicNeeds for the last 4 years, during which 

they have developed a strategic plan covering the current project implementation period that was 

developed in close partnership with their stakeholders.  

SFK has experience and interest in mental health issues and especially have a niche in working 

with families. At the national level, they are respected among professionals and government and 

are strong allies in advocacy for policy and practice reforms. 

Following recommendations from the previous project, SFK has engaged a part time accounting 

staff that helps them with planning and reporting. SFK is able to raise 50% of their budget for their 

work from other donors and own sources which is important for sustainability 

 

Challenges 

The organizational growth of SFK still remains a challenge as founder members are unable to 

inject  vibrancy and fresh idea. Although SFK has a network of professionals, they are not able to 

effectively utilize them for project benefits. Project management is also a challenge.  

 

 

3.2.4 Saint Martin Apostolate 

 

Saint Martin Catholic Social Apostolate is a religious grassroots organization that responds to 

problems of vulnerable groups of people in the communities. And whose main aim is to promote 
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solidarity in the community by building a capacity of volunteers that can take care of the needy 

among them, and whose vision is “A just society in which communities fully involve and 

care for vulnerable groups of people, through the s pirit of love and solidarity thus 

ensuring integral human development for all ”. Their mission is, ‘To build a strong capacity , 

in communities of all faiths, that actively impleme nts the gospel of service, by empowering 

and caring for vulnerable groups of people.”  Saint  .Martins philosophy is based on the gospel 

of service ; “Everything you did to the least of my brothers, y ou did it to me”  Working only  

through the community Saint .Martin  targets able people to in turn take care of the needy people 

among them.  

 

Strengths  

 

The apostolate has established grassroots presence in Nyandarua North, Municipality and 

Laikipia West and has a network of staff members with different technical capacities including, 

community development, rural livelihoods, health, and disability. In addition the organization has 

a strong community reach through a network of over 1,200 Community Health Volunteers 

They philosophy of targeting the able bodied to reach the most marginalized members of the 

community is compatible with BasicNeeds philosophy of social inclusion, and human rights 

They established programmes spanning, rural livelihoods, HIV/AIDs, savings and loans, disability, 

street children, drug and substance abuse, active non-violence amongst other which can be 

tapped for the holistic integration of people with mental disorders. They are working with 

Schizophrenia Foundation of Kenya-Nyahururu Branch on mental health and epilepsy and host a 

monthly outreach clinic on the same. 

 

Challenges 

 

Saint Martin has limited activities in North Nyandarua and none in South Nyandarua district and 

this may affect their ability to contribute fully to the project. 
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Decision making is complicated and this may impact on the partnership relationship.   

Saint Martin does not have a cordial working relationship with the Ministry of Health and this may 

have an overall effect on the quality of partnerships in Nyandarua district. 

 

 

3.2.5 Ministry of Health 21  

 

The features of the twin Ministries of Health (Ministry of Public Health and Sanitation & Ministry of 

Medical Services -MoPHS and MoMs respectively) are similar across the districts with only slight 

variances in infrastructure, staffing and stakeholder establishment between the older and more 

established districts and the newly created districts. 

 

Strengths 

Have functional facility based mental health services and managed by a psychiatric nurse except 

for the newly created districts of Nyandarua South and Laikipia North. 

The District Medical Officers of Health acknowledge that mental health is a needy area that 

requires support. 

A network of rural health facilities where community mental health services could be rolled out 

Strong District health stakeholder forums (DHSF) exist in Laikipia East and Meru South. 

A good working relationship with Faith Based Organizations in Nyandarua North 

 

Challenges 

·  Mental health coordinators are not necessarily members of District Health Management 

teams (DHMTs) and therefore cannot influence planning and resource allocation 

·  All mental health services based at the district hospital mainly due to challenges in 

mobility 
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·  DHMT members have limited experience and information in mental health and therefore 

can not effectively integrate it in their support supervision at all levels 

·  Limited working space for mental health in all the districts. A potential risk to the health 

workers and patients. 

·  Poor data collection and storage, patient cards stored in cartons, on the floor (Nyandarua 

North, Meru South, Laikipia East-Matanya) 

 

(See Table summarizing Strengths Weakness Opportunities and Threats (SWOT) analysis of 

partners in Nyeri North, Nyeri South, Laikipia North and Laikipia East in appendix 4)  

 

3.3 Sustainable livelihoods 

 

3.3.1 Current capacities of identified persons with  mental illnesses for engaging in 

livelihoods and advocacy actions 

 

As evidenced in section 3.1, there are limited facilities in the project area with the capacity to 

adequately handle cases of mentally illness; qualified health personnel are limited in number, 

there is limited supply of psychotropic drugs in public health facilities and where available in 

private pharmacies are expensive. Therefore mentally ill persons in the program areas have not 

had access to adequate and sufficient mental health care. A significant majority of the mentally ill 

persons and carers are school dropouts or did not attend school due to illness and poverty. They 

are often unable access credit facilities due to their health state; and often are unable to 

participate effectively in livelihood and advocacy actions. 

However their willingness to participate is illustrated by their almost unanimous agreement that 

they think and or know that they are capable of doing productive work and living positive lives.  

 

“I am 71 years old but I can dig my 1.5 acres of land if I have water” –  

                       Male, FGD - Laikipia East 
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“Tunaweza kushona nguo, kushona fulana, kupika keki za kuuza kwa 

duka, kulisha kuku, kuchuga ngombe, na kulima” 

(I can knit sweaters, dressmake, bake cakes, poultry keeping, animal 

husbandry and small scale farming.) 

Contributions from various mentally ill persons - F GD - 

Nyeri North 

 

Some of the persons with mental illnesses had prior to their illnesses been actively involved in 

various income generating activities.  

 

“I was a nursery school teacher and would wish to go back to teaching, 

but for this disease……..”- 

Nancy, mentally ill person Nyandarua South 

 

“I used to drive a grader for the municipal council” – 

                             Mentally ill person, M eru South . 

 

During the FGDs, people with mental illnesses mentioned the various rights that they thought 

they needed to be accorded by their families and society in order for them to have an opportunity 

to generate their livelihood. The rights mentioned included the right to property, work, proper 

treatment, associate with others and the right to inheritance. 

 

“Ona ithui ni twendeiruo kugairwo migunda ta andu aria agi” (We also 

need to be given our share of inheritance like the rest of the family 

members)  

                    Mentally ill person, Nyandarua South 
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However some persons with mental illness said that their rights were being violated. 

 

“I am denied food” – 

                   Person with mental illness, Laikipia East  

 

They also indicated that they can advocate for their rights if they can receive proper treatment 

and stabilize. 

 

“Maundu maya no tumetie” 

(We can advocate for our rights) – 

            M Wanjiku -female carer, Nyandarua Sout h 

 

The community leaders and the mentally ill persons agreed that they had livelihood problems 

which needed to be addressed and suggested that individual interventions may not be the best 

way in handling the issues  

“Gwaka ngwataaniro na kuruta ngugi” 

(Group formation and working) – 

FGD, Laikipia East 

 

The Ministry responsible for Social Services has a provision for grants for the disabled (though 

not specifically to mentally ill persons). 

 

“Last year a total of Ksh 60 000 was issued to two self help groups 

which were involved in tailoring/knitting and Beekeeping”- 

DSDO, Meru South  

 

Individuals (persons with mental illness) also benefit from these grants but most of them have not 

formed the groups; 
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“We issued Ksh 5000 (to purchase three goats) to a twenty three year 

old male with schizophrenia who was isolated by his family; we also 

gave 20kg rice and 20kg beans to a nineteen year old lady suffering 

from epilepsy, she has a young child” 

     DSDO, Meru South 

  

3.3.2 Financial resources (Budgetary allocation) 

 

The Office of the President holds the National Fund for the Disabled (NFFD) kitty which provides 

funding for working tools for persons with disabilities. The funds are set aside for the purchase of  

‘working tools’ such as salon kits, welding machines and wheelchairs. The most needy identified 

cases are referred to the NFFD kitty by the DSDO at the district level. The Department of Gender 

and Social Services also offers recommendations for people with disabilities for relief or distress 

funds. 

“The Government of Kenya recommends that 10% of the funds 

allocated to the district social development office should be used to 

assist people with disabilities. However, only a small percent of the 10% 

is allocated for mental disabilities” 

DSDO, Meru South 

 

However the working relationships between the National Council for Persons with Disability 

(NCPWD), National Fund for the Disabled (NFFD) and District Social Development Office are not 

clear primarily because the Persons with Disabilities Act has not been operationalized. Other 

funds that can be tapped for the benefit of persons with mental illness include the Women’s 

Enterprise Fund, which was set up by the Government of Kenya in 2006 to facilitate enterprise 

and development initiatives among women. The fund is a revolving loan that is disbursed to 

individuals and groups.  

(Source: GOK: Guidelines for the Women Enterprise Fund, Ministry of Gender, Culture and 

Social Services)  
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The Constituency Development Funds (CDF) established in 2003 through the CDF Act No. 11 of 

9th January 2004 is another source of funding that can be tapped for persons with mental 

illnesses particularly for education. The fund targets all constituency-level development projects, 

particularly those aiming to combat poverty at the grassroots. A maximum 10% of each 

constituency’s annual allocation may be used for an education bursary scheme. 

 

(Source: www.cdf.go.ke [accessed 21st March 2009]  

 

3.4 Knowledge, attitudes, perceptions and beliefs about and towards people with 

mental illness 

 

There was a general feeling amongst the mentally ill that mental illness is really an illness: 

 

“Doing things that are not normal, changing behaviors”- 

               FGD, mentally ill persons, Meru South  

“Improper functioning of the brain”- 

                FGD, Mentally ill persons, Nyeri No rth 

 

 

Others (carers and family members) also had other definitions of mental illness:  

 

“Mental illness is whereby one is doing the opposite of what 

others are doing “– 

N. Mugure (carer) Nyandarua South 

It is lack of something in the brain” –                                                

Kambera, female carer- Meru South 

 



 55

There was a general feeling amongst the mentally ill persons that due to their state of health they 

are isolated. 

 

“Kumenwa (full of hatred), gutiganirwa (abandonment), 

kurogwa(bewitched)” 

Views from consultation meeting, Laikipia East 

 

Community leaders in some of the program areas complained that the mentally ill persons were 

problematic and manner less:  

“monthe mena mathina, ati nthoni” 

 

Both the carers and the mentally ill demonstrated some knowledge of the various causes of 

mental illnesses; 

 

“Stress, witchcraft, too much thought, poverty, unfulfilled 

desires/ambitions, age, poor treatment of malaria, accident, drug 

abuse, inheritance, life events (death of a loved one/divorce), 

curses (from family for not paying dowry), and difficult birth 

among others” – 

Various FGDs in the program areas 

 

A  sizeable number of persons with mental illness, care givers as well as the community leaders 

believe that mental illness is curable:. 

 

“Yes it is curable if you strictly follow instructions from the 

doctor”- 

FGD (women), Nyeri North  
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“Muundu wa githemego” (Spirits from witchdoctor which can 

heal) – 

FGD (carers), Nyeri North 

 

“ Ndio, imani katika maombi” (Yes, faith through prayers)- 

FGD (men), Meru South 

 

Among this group of people there were those who felt that elimination of ‘the cause factor’ that 

resulted in the illness could help cure a mental illness. 

  

“Reunion of a separated couple if ‘the cause’ was separation can 

result in the cure of mental illness” 

Mentally ill male, Meru South 

 

 

3.4.1 Effects of mental illness on mentally ill per sons 

 

During the period(s) of mental illness, access to treatment and the quality of care is a critical first 

step in treatment, perceptions, and livelihoods, thus affecting the entire spectrum of the quality of 

life of a mentally ill person. During illness health standards are often compromised due to 

inadequate care and/or neglect on the part of some carers and or health workers. During a FGD 

in Nyandarua South, a mentally ill adult male, confessed that he was rejected and that he ‘did not 

have a family or relatives’ and was living in the streets of Kijabe town and had also lived in other 

towns prior to his own self relocation to Kijabe town. 

 

Mentally ill people are often isolated hence have difficulties in finding work, making friends, 

finding and or keeping spouses and even in caring for themselves. Cases of divorce (especially if 

the mentally ill is a woman or child) were common during the study. From the focus group 
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discussions, the mentally ill and their care-givers often stated that mental illness is disgraceful 

since the mentally ill are often unable to carry out their normal educational, social and cultural 

roles and obligations. 

 

“This disease has destroyed my life since I could not go on with 

my education”- 

 Nancy M., (person with mental illness)Nyandarua Sou th 

 

Study findings also indicate that the project area is not different than the general feelings with 

regard to stigma associated with mental illnesses. Persons with epilepsy (especially children) 

often cannot play with other children at home or school. The adults are also cut off from 

participating in family meetings and activities due to their health status. 

 

“Akoragwo emuruaru meciria” 

(She/he is mentally ill) –  

       Carer , Nyandarua South 

 

Mentally ill persons and persons with epilepsy are often exposed to various risks due to their 

illnesses which limit their ability to comprehend certain issues or to control their body reflexes. 

These risks range from normal day to day risks such as exposure to sharp objects (such as 

needles, knives etc), flames (fire), or large water bodies (risk of drowning). There are other 

greater risks that mentally ill people face such as rape (particularly young females) and beatings 

by community members who often fail to understand that they are dealing with mentally ill 

persons 

 

The study findings also indicate that family members were at times also responsible for making 

life difficult for the mentally ill. 
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‘As part of his inheritance, I know of a male person with schizophrenia 

who was deliberately given by his family, a piece of land that was poor 

for farming and which was under legal dispute’  

DSDO, Meru South 

 

The negative impact on illness on possibilities of obtaining work, family and household 

interactions, relationship with children and general social life in the community in turn poses a 

major threat to the mental well being of the mentally ill person and hence worsens the situation. 

 

3.4.2 Effects of mental illness on family and on co mmunity 

 

The workload of taking care of a mentally ill person is burdensome, tiring, repetitive and 

frustrating. The carers interviewed often felt “alone” in the responsibility. During care giving, some 

carers often indicated that they and or other family members suffered minor injuries when the 

mentally ill person turned violent. As a carer you sometimes live in fear of the unknown and also 

you can not expressly be productive since most of the time is spent taking care of the mentally ill. 

 

“I live in fear, that he might burn our house” 

Agnes K. (carer), Meru South 

‘Maisha ni magumu watoto wanataka kweda shule na hauna pea” 

(Life is difficult, children have to go to school and you do not have 

money) 

Female carer, Nyandarua South 

 

Misuse of alcohol and or drugs was cited as the most difficult behavior the carers had to cope 

with. Others included wandering aimlessly, stripping naked, unreliability, and neglect of personal 

hygiene, swearing and use of abusive language to other people in the community. 
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“Maisha magumu akitoroka utafanya kazi yakumutafuta” 

(It’s difficult; when he disappears you have to look for him/her)     

Female carer, Nyandarua South 

“Dignity is lowered; for example when he strips naked in front of the 

children”- 

Female carer, Meru South 

 

The care givers suggested that though care giving can be a challenging time, the have developed 

some coping mechanisms: 

 

·  Use of force: It’s mostly applied when patients have proved difficult in taking medicines, 

when they are dangerous to themselves, others and/or property. Some carers sought for 

help from neighbours. 

“When he is violent, I ask my neighbours to help”  

Female carer, Nyandarua South 

 

·  Ignoring the mentally ill person since sometimes they are only seeking for attention, 

 

“If you pretend that you are not seeing what they are doing, then you can go on with your 

work”  

Carer – FGD, Nyandarua North 

 

Some carers/family members in the project areas had developed physical/psychological illness 

due to the mental illness of the family members. The illnesses exhibited were often substance 

abuse and mood disorders. Such experiences often result in stress induced disorders; 

hypertension, depression, anxiety. They also complained that their world was full of “ihoru”- 

(loneliness) and no one was in their world. 
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“Even if you are not sick and you are experiencing a lot of 

difficulties in life, what will you do?”-  

                Female carer- FGD, Laikipia East 

 

Living with the mentally ill can lead to restrictions on social and leisure activities not only to the 

mentally ill but also the whole family; they are stigmatized and rejected by the society. The family 

members are stigmatized as the cause of mental illness. This creates difficulties in interpersonal 

relationships between the family, relatives and friends resulting in decreased or no social support 

and a feeling of social isolation. 

 

‘People stay away from us claiming that we will attack them’ 

FGD – carer, Nyandarua South  

 

Stigma associated with mental illness is the main obstacle to its successful treatment and 

management. Such discrimination limits the amount of resources for treatment, availability of 

housing, employment opportunities and social interaction. 

 

3.4.3 Gender dimensions 

The cultural values, roles, socialization associated and attached to males and males are often 

different. Thus there are differences based on gender on the impact of mental illness, on one 

hand for the mentally ill person and also for the carers, family and/or community. 

 

Impact when the person with mental illness is male 

A man is the head of the family and is depended upon by his family. Failure to work due to illness 

results to economic loses to the family who then loose the provider, protector and a father/ 

husband. The wife then takes up the role of taking care of the family as well the provider for the 

family. 
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Men are physically stronger than women. It is unfortunate that women are the ones who take care 

of the mentally ill men and are often overpowered. 

 

“Lakini bwana akishikwa na ugonwa mama atamuagalia” 

(If the man is mentally ill, the wife looks after him) 

Female carer  

 

Mentally ill men often refuse cleanliness and carers often find it difficult to persuade them to clean 

up and when forced, they become violent hence the family has to keep up with the dirty 

environment. 

“In families where male is sick have more problems because the 

wife seems to have caused the sickness of the husband”- 

Mentally ill man-Meru South 

 

The mentally ill men complained that they are neglected emotionally and that they are no longer 

respected by the family. 

 

“Your sexual desire is not [looked upon]” 

FGD-(men), Meru South 

“Even children don’t listen to me”  

Person with mental illness– FGD, Laikipia East  

 

 

 

 

 

 

 



 62

Impact when the mentally ill person is female 

 

Females are sexually abused (even raped) and easily cheated into sex by men especially when 

they roam around in the community. This increases the risk of unwanted pregnancies and 

infections with sexually transmitted diseases (worse if it’s at night). 

 

“Mwanamke utaweza kushikwa kwa nguvu na upate mimba na upate 

watoto na ma baba zao hawa julikani” 

(When woman is sick, she can be raped and give birth to children 

whose father is unknown)  

Female carer, Nyeri north 

 

If the mentally ill is a female and is single, she may never get married and if she was married 

chances of divorce/separation are high.  

  

“Women who are married find it harder because they can be ‘chased 

away’ (divorced) by the husband’’ 

Male carer, Nyeri North 

 

The females (mothers and daughters) are the home makers, in case of illness then the father 

takes up the role of the wife. In the African culture most of the time the affected female is either 

separated or divorced. This affects her emotionally, increasing the mental illness and 

subsequently the poverty levels in the family. 

 

“My husband said that he can’t look after a mad woman’s children” 

Female with mental illness- FGD, Laikipia East 
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‘When a woman is sick, men turn to drinking, gets HIV/AIDS and family 

can be totally destroyed’ 

Penina, female with mental illness, Meru South 

 

‘Most of the domestic chores are carried out by the woman; it’s 

therefore a difficult situation to have a mentally ill mother’ 

Male carer, Nyandarua South  

 

If a mother gives birth to a mentally ill child, she is divorced with her child. This worsens the 

mental situation, increases the burden of disease causing an onset of a disease on the mother 

e.g. mood disorder child who is brought up in a background of divorce/separation has both 

emotional and physical problems which result in mood conduct and substance abuse disorders. 

 

“If a child gets mentally ill, the woman is more disadvantaged”- 

Female carer-Meru South 

 

“Men do not care, when the child is mentally ill the lady bears the entire 

burden, even if the person with mental illness is a son” 

FGD (Women), Meru South 

 

The burden of disease varies with gender and this is because of the various roles/expectations 

assigned to each by the society. It may be more when the mentally ill is a female because a 

woman is the home maker as well as the carer of the other family members. 

 

“Most of the domestic chores are carried out by the woman; it’s 

therefore a difficult situation to have a mentally ill mother” 

Male carer, Nyandarua South 
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But on the other hand, the males are the providers for the family and when mentally ill, this is 

affected. 

“If a man stops working due to illness, who do you think will educate his 

children?”  

                     FGD(women), Nyeri North  

 

 

3.4.4 Participation in Community Activities 

 

Mentally ill persons have all the rights to participate in civic and political activities, this is possible 

if they obtain proper treatment. They demonstrated their willingness during the various focus 

group discussions. 

 

“I can do anything except when the sickness strikes” 

Male – FGD, Nyeri North 

 

“I have the right to own a identity card and can then vote” 

FGD, Meru South 

 

“We should be incorporated in the ‘harambee’ (self help group) 

meetings in the community” 

Female- FGD, Nyeri North  
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3.5 Cross cutting issues in Mental Health 

 

3.5.1 Mental Health and HIV/AIDS 

Mentally ill persons who are females may be more prone to sexual abuse and rape than their 

male counterparts. This may result to subsequent infection with sexually transmitted diseases 

and HIV/AIDS. This is in consideration that women are more susceptible to HIV/AIDS infection 

than men.  

‘Mwanamke utaweza kushikwa kwa nguvu [na kubakwa].” 

(When woman is sick, she can be raped) 

Female carer, Nyeri north 

 

Mentally ill women who generally do not have sustainable livelihood may engage in prostitution to 

raise money for taking care of their children. They are at a higher risk of infection since they are 

not in a position to make informed choices on safe sex.  

 

“A mentally ill lady with a child came to the office to borrow money to 

buy a door lock; we gave her rice and beans in addition. She later 

disappeared and I understand she now lives in Chuka and is a 

prostitute” 

DSDO, Meru South 

 

In a way when one of the spouses is mentally ill, the other party may have extra marital affairs 

and in the process infect the other with HIV/AIDS.  

  

“Bwana yake kukosa kumuangalia vizuri na akaoa bibi mwingine” 

(The husband stopped taking care of her and remarried) 

FGD-(women), Nyandarua South  
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Mentally ill persons, due to” isolation, segregation” by the society, are often not advised/informed 

on issues of sexual health and in particular HIV/AIDS; hence are at significantly more risk 

compared to other individuals. In particular access to voluntary counseling and testing (VCT) as 

well as treatment is limited. 

 

Sometimes mental illness may be due to drug and substance abuse; in such cases if injectibles 

were involved there are chances that the person may also be infected with HIV/AIDS. 

 

3.5.2 Age and Mental illness  

 

The focus group discussions and community meetings exposed a general belief at the community 

level that children with mental illness have higher chances of recovery on receiving proper 

treatment and rehabilitation. This belief is reinforced by the general perceptions that children are 

easier to manage and control. Nevertheless, there are parents who hide them to keep them off 

the public eye; this may affect their socialization process. 

  

“Children are controllable but some people hide them” 

Focus Group, Meru South and Nyandarua South  

 

There was also the perception that adolescents and young adults are more prone to drug and 

substance abuse and subsequent mental illness due to peer pressure. As a result they may not 

be able to form social relationships.  

 

“They (my friends) can’t come to my house” 

Adolescent Female -FGD, Laikipia East 
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The middle aged, being at the life stage of bringing up families may be prone to mental illnesses 

due to economic pressure. Their conjugal rights may be violated due to their state of mental 

health.  

 

“One’s sexual desire is not looked upon (considered)”- 

FGD (men), Meru South 

 

They may not get the respect that is normally accorded to the parent. 

 

“I am the head of the household yet my own children no longer listen to 

me because they know I am (muguruki) mentally ill…...it is an 

embarrassment for a man in our culture” 

Mentally ill male, Nyandarua South 

 

The aged are more prone to mental illness due to age factor, life events and loneliness as 

children leave home and or death of a spouse. 

. 

“I am old; I just live alone and feel that my things are not doing 

well”  

Mentally ill person, Laikipia East  
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Chapter 4: Analysis and Conclusions 
  
4.1 Summary of findings (per objectives)  

 

·  To investigate the state of mental health services (including non-conventional 

services) in the project areas especially with rega rd to quality and accessibility 

for persons with mental illness and epilepsy.  

Number of people seeking mental health services: There is an over concentration of persons 

seeking mental heath services at the district hospitals. Mental health information from the lower 

level facilities is scanty and scattered, statistics and data on mental health (if available in these 

areas) is simply recorded under ‘other illnesses’ in the public health facility disease surveillance 

sheets. 

Health facilities, Personnel: Mental health services have not been prioritized at the health centre 

and dispensary levels, (community levels), these services are provided at the district, provincial 

and national referral levels which are not easily accessible to people in the communities. In the 

entire project area there was only one psychiatrist (at the Provincial General Hospital in Nyeri 

town), and only five trained psychiatric nurses providing services in the public health facilities.  

Rehabilitation programs: There exist a number of centers for rehabilitation of physical and mental 

disorders; however most are geared towards institutionalization. Nevertheless in the project area 

two regular schools with special units for people with mental disorders exist. However the need is 

large and these schools are available only in Nyandarua North district.  

 

·   To assess the specific capacities, skills, strength s and weaknesses of the 

BasicNeeds Kenya’s project partners to implement th e mental health and 

development program 
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BasicNeeds work in partnership (often with CSOs) across all its programs and thus it is important 

to understand the organizational capacity of partners, including the linkages that these 

organizations may have with public mental health units and capacity to reach the grass root- 

stakeholders in mental health (poor people living with mental illness or epilepsy ).  

 

BNKE is working with 3 partners in the rural program, each with its strengths and weaknesses 

that have been highlighted in section 5.2 above.  In summary however, the organizations have 

impressive networks; Maendeleo ya Wanawake in particular has strong national grassroots 

presence especially with women, the Caritas is also a strong faith-based organization with well 

established roots in the larger Nyeri and Laikipia districts, having worked in development 

programs that have had great impact among poor and vulnerable people, particularly in Water 

and Sanitation. SFK have previously worked with BNKE in its urban program in Kangemi.  

 

·  To assess current capacities of identified persons with mental illnesses and 

epilepsy for engaging in livelihoods and advocacy a ctions and to investigate 

the potential for user group formation  

In all the areas visited during the study, participants at the various group meetings exhibit strong 

work ethics and all indications are that the people with mental disorders and their carers in these 

areas certainly ‘do not believe in charity’.  Thus implementation of the BN livelihoods module (e.g. 

SHGs for purposes of income generation etc) may be easier as compared to the challenges 

faced in the BasicNeeds Urban (Pilot) Program in Kangemi.   

Secondly, there are a number of sources for public finances that can be tapped into for the SHGs. 

Nevertheless these funds are often easier to access once persons have formed groups. Thus the 

challenge is to form the groups as soon as possible. Early engagement with the District Social 
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Development Officers22  is a positive deliberate effort as they are the Officers responsible for 

registration of such groups.   

·  To assess the level of understanding about mental h ealth in the project 

communities as well as availability of community ca pacities and resources to 

support rights of persons with mental illnesses and  epilepsy 

Knowledge attitudes and perceptions about mental illness and persons with mental illness in the 

project area are a function of exposure. Therefore persons who have had access to conventional 

treatment methods, particularly for those who have had the chance to visit a health facility tend to 

have different views than those who have had no such exposure and or have only visited 

traditional healers. Nevertheless, a good number of participants in the study have had access to 

both and thus there is often an interesting balance/contest of views about modern treatment 

methods versus traditional methods.  

From views of study participants it is clear that views on rights of persons with mental disorders is 

strongly influenced by religion and the beliefs that all human beings are a ‘creation of God in his 

image’ and thus have equal rights. Nevertheless, in practice, persons with mental illness and 

epilepsy during the groups discussions complain that there is a big disconnect between this belief 

and practice.  

·  To explore the links between mental health and key cross cutting themes of 

age, gender, disability and HIV in the project area s 

In one of the areas, there was a strong belief that children with mental illness have a higher 

chance of recovery than adults or older people.  However, findings in the same area also indicate 

that children with mental illness are often hidden away from the public/treatment because they 

are thought to represent ‘defects in the lineage’ of the concerned family.   
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A general consensus found during the study is that the burden of mental illness increases with 

the gender imbalances in society that often favors men against women. Women are routinely 

exposed to physical abuse including rape and incest in their homes.  In addition when the mental 

illness is with the family matriarch, then the whole family suffers especially if there are young 

children. Nevertheless, mental disorders in men, also often affect the family negatively because 

they are often the main family income earners.   Females with mental illness are more prone to 

HIV than other females in the general population due to: lose of income and/or being chased 

away from their families thus engaging in prostitution; they are also more prone to rape that can 

lead to HIV infection.   
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Chapter 5: Recommendations  
 
 

·  A national mental health policy should be finalized and adopted to facilitate operational 

guidelines for all mental health stakeholders in Kenya. Closely related to this, is that the 

next Kenya national health sector strategic plan should incorporate views of private (for 

profit and not-for-profit) sector stakeholders in mental health and should include the views 

of users of psychiatric services.    

 

This recommendation is fueled by findings during the study clearly indicating that key mental 

health stakeholders (including Government of Kenya officials) would not or could not; participate 

effectively in the BNKE program due to poor understanding of the operational environment with 

regards to mental health in Kenya. The lack of a mental health policy is compounded by the fact 

that the current NHSSP (2006-2010), does not provide clear guidelines for mental health in the 

Kenya Essential Package for Health (KEPH)’s six life-cycle cohorts. Thus there is no framework 

for the prioritization of mental health. The study recommends the proportional inclusion of private 

(for-profit and not-for-profit) sector representatives in mental health during the formulation of the 

next national health sector strategic plan in order to adequately incorporate mental health issues 

in national health policy planning.    

 

·  A thematic study on traditional and faith healers, particularly in Meru South and 

Nyandarua South districts needs to be carried out to investigate further the involvement 

with persons with mental illness with non-conventional mental health interventions 

 

Provision of non-conventional mental health services plays a significant role in mental health 

service provision in Kenya; in particular in some areas (including Meru South and Nyandarua 

South districts) traditional and faith healing is often the first intervention in seeking mental health 

services. Thus the role played by non-conventional mental health service providers should be 

investigated in order to provide deeper understanding. The study thus recommends the 
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exploration of private and public sector collaborative mechanisms to allow better understanding of 

the actors, methods, and roles played by non-conventional mental health as a first step in 

formulating useful partnerships that influence positive mental health interventions for the benefit 

of especially poor people in rural areas. 

 

·  A national HIV/AIDS Voluntary Counseling and testing program that is suitable for people 

with mental illnesses should be introduced. 

 

The above recommendation is informed from the fact that during the study it was clear that 

persons with mental illness and also infected with HIV and/or suffering from the effects of AIDS 

were especially at risk of ‘double marginalization’ in access to health services  

 

·  Lobbying and advocacy to push for an operational date for the Disability Act (2003) is 

needed urgently;  

 

To effectively leverage the role played by DSDOs and DGSDOs at the local level in facilitating the 

registration, supervision and guidance of self help groups to improve livelihoods of the mentally ill; 

co-ordination between the above officers and the NCPWD, and the NFFD needs to be 

streamlined. This is provided for in the Act which has however not been operationalised.  

 

·  A nationwide prevalence survey to determine the numbers, type of illness and distribution 

of mentally ill persons should be conducted. 

 

A study of this nature is important not only for public sector (GOK) interventions in mental health-

in particular health and livelihood programs; but also for any private sector (for profit and not-for 

profit) mental health program planning in Kenya23. Such a study will provide much needed 
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evidence that is useful in feasibility studies, program fundraising, and planning for mental health 

programs.   

 

·  Capacity building in areas where the current BNKE program partners are ‘weak’ needs to 

be carried out; in particular training in: 

 

o Data collection and documentation  in mental health. In the lower level 

facilities mental illnesses are documented under ‘other’ in the public health facility 

data and work sheets. The current data capture system is thus clearly not useful in 

trying to establish the extent and categories of mental illnesses at the community 

level which is crucial for meaningful planning and policy making.    

  

o Community mental health : Training in psychiatry (especially at the 

community level) needs to be expanded and intensified; in this regards constructive 

engagement with non-conventional mental health practitioners should be 

encouraged in order to fully understand the full mental health environment 

including psychosocial needs of consumers of mental health services.   

o Project management: Sustainability of future development partner-

sponsored mental health programs will depend on CSOs’ ability to effectively 

manage such programs. Effective project management was noted as a weakness 

among these partners, particularly in reporting and budgeting  

 

Overall the study also strongly recommends an overall increase in budgetary allocation for pubic 

mental health24 which would in particular address the low priority in mental health staffing and 

shortages in psychotropic drugs at the local level facilities. This is important because BasicNeeds 

programs are designed to create demand for continued provision of basic mental health and 

livelihood services, even in the absence of direct interventions by BasicNeeds.  
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7.0 Appendices  

Appendix 1: Figures and Tables  

Figure 3 
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Figure 4 
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Table 8: Selected Socio-Economic and Demographic In dicators, Meru South District 

INDICATORS MERU SOUTH – 
DATABASE 2007 

EASTERN PROVINCE NATIONAL LEVEL 

Total Population 226,152  34,700,000 (2007) 
Average Household Size 4.4 (2003) 4.7 (2003) 4.3 (2003) 
Total Area 1092.9KM2 153473 KM2 582646 KM2 
Total Arable Area 550 KM2  20%  
Total Non Arable Area 177.6 KM2  80% 
Crude Birth Rate 23.1/1000 35.5/1000pop 37.5/1000pop 
Crude Death Rate 6.8/1000 12.9/1000pop 11.7/1000 pop 
Child Mortality Rate 18/1000 29/1000 41/1000 
Infant Mortality Rate 54/1000 56 per 1000 live 

birth(2003) 
77.3 per 1000 live birth 

Maternal Mortality Rate 55.5/100000  414 (2003) 
Under 5(Five) Mortality Rate 63.7/1000 84/1000 live birth (2003) 115/1000 live birth 
HIV Prevalence 5.2% 4.0 (2003) 6.7 (2003) 
Sex Ratio  100:88.5 100:84.7 100:89 
Fertility Rate  3.9 4.8(2003) 4.9 
Poverty level  57 58% 52.3% (1997) 
Chuka hospital Bed utilization rate 89%   
Life Expectancy 62 male 68 female 53 male 61 female 52.8MALE 60.4 FEMALE 
Skilled Deliveries 49% 32.5 (2003) 40.1%(2003) 
Stunting Rate  32.7% 30.7% 
Underweight   19% 
Wasting Rate   4.2% 5% 
Doctor patient ratio 1:11308   
Nurse  patient ratio 1:646   
 
Sources: Central Bureau of Statistics: Economic Survey – 2003; Multiple Indicator Cluster Survey Report, 
2000; The 1999 Population and Housing Census; Kenya Demographic and Health Survey; KEPI – 2003; 
Geographic dimension of well people 2005, Kenya, Meru South District health database, 2007 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 81

Table 9: Program areas (Divisions) of Operation of rural program partners  

 

Larger 
District  District/Division  Partner Responsible  

Laikipia Laikipia East District/Lamuria ad 
Central Divisions  

Caritas /MOH Laikipia East–District Mental Health              
Team 

 

Laikipia North District/Mukogodo 
Division  

Caritas/MOH Laikipia North-District Mental Health               
Team 

Meru  Meru South District/Chuka Division  Maendeleo ya Wanawake/ MOH Meru South, District 
Mental Health Team 

Nyeri Nyeri South District/Municipality and 
Mukuruweini Divisions  

Caritas/ MOH Nyeri South, District Mental Health team 

Nyeri North District /Kieni West 
Division (Mugunda location) 

Caritas/MOH Nyeri North, District Mental Health team  

Nyandarua Nyandarua North/  SFK/Nyandarua North-District mental Health Team 

Nyandarua South/ North and South 
Kinangop Divisions 

MOH-District Mental Health Team 

 

 

People interviewed and consulted during the baseline study included: 

 

 �  267 Community Members  �  13 Chiefs and Elders �  9 Local Government Officials (Including 

Development, Social Services and Gender Officers) �  70 people with mental illness or epilepsy �  

67 Carers �  23 Health Workers �  44 Opinion Leaders �  9 Religious Leaders  
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Table 10: Composition and roles of the Study team  
 

Name  Designation/ 
Organization  Role(s) 

Mohamed Duba  District Public Health Officer,  
Meru South, GOK-MOPHS  

Recruitment of participants for Focus Group Discussions, 
Facilitator FGDs 

John Kaburi Mwiti   Psychiatric Nurse and District 
Mental Health Co-ordinator, 
Meru South, GOK-MOPHS   

Recruitment of participants for Focus Group Discussions, 
Facilitator FGDs, Compilation of clinical data,  

Francis Muraya Psychiatric Nurse and District 
Mental health  Co-ordinator, 
Nyandarua North, MOMS 

Recruitment of participants for Focus Group Discussions, 
Compilation of clinical data 

Phyllis Kamau Nurse, Mugunda GOK 
dispensary, MOPHS 

Recruitment of participants for Focus Group Discussions, 
facilitator FGDs 

Rose Kinyua  Nurse, Karemeno GOK 
dispensary, MOPHS                

Recruitment of participants for Focus Group Discussions, 
facilitator FGDs 

David Kabeni Karuiru 
District Disease Surveillance 
Officer, Nyandarua South, 
GOK-MOPHS. 

Recruitment of participants for Focus Group Discussions 

Samuel Kimamera  District Mental Health                
Coordinator, Nyandarua 
South, Engineer,                      
GOK-MOPHS 

Recruitment of participants for Focus Group Discussions, 
facilitator FGDs 

Muriuki Ngundo District Occupational 
therapist, Nyeri South,             
GOK-MOMS 

Recruitment of participants for Focus Group Discussions 

Mbae Ibari Public Health Officer, Laikipia 
East, GOK-MOPHS 

Recruitment of participants for Focus Group Discussions, 
Compilation of Clinical data 

Hellen Karimi 
Disability Program  
Co-ordinator,                   
Caritas Nyeri 

Recruitment of participants for Focus Group Discussions Life 
Story Associate   

Harriet Kamonde  
Project Co-ordinator, Meru 
South,                Maendeleo 
ya Wanawake 

Recruitment of participants for Focus Group Discussions, Life 
Story Associate 

Milka Waruguru Assistant, Qualitative Data 
Analysis 

Analyzing and organizing the qualitative aspects of the 
research findings per objectives and back-checking the 
translation of one of the local languages used in the study  

Joyce Kingori  Country Program Manager, 
BasicNeeds Kenya 

Facilitation of research process, Quality control of 
questionnaire on institutional management   

Allan Oginga  Research and Policy Officer, 
BasicNeeds Kenya (Team 
leader) 

Team Leader: Management of the research process: Data 
collection ((Interviewing Key Informants, Facilitator-Focus 
Group Discussions, Editor Life Stories); , Collation and 
Analysis of data;  Synthesis of data (qualitative and 
quantitative) and Report writing 

Sarah Kippen Wood Study Editor  

Shoba Raja Study Advisor 
Validation of the Study Terms of Reference (including cross 
checking for   
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Table 11: Program focal points  

 

Larger District   Partner responsible District/   Focal point  

  Division Rural   Semi-urban  

NYERI Caritas/MOH Nyeri North and Nyeri 
South Nyeri North District  

 Kieni West  Mugunda 
dispensary  

 

 
   

 Mugunda Catholic 
Parish clinic 

  Karemeno 
dispensary  

 Nyeri South District  
  

  Karaba dispensary  

 Mukuruweini  Mukuruweini Sub-
district hospital  

  Ichamara 
dispensary 

 

    

LAIKIPIA  

Caritas/MOH Laikipia North and Laikipia 
East Laikipia North District  

 Mukogodo Il Polei dispensary  

  Dol dol health 
centre  

    

 Laikipia East District  

 Lamuria Lamuria Health 
Center  

 Central  Nanyuki distrct hospital 

 Lamuria Matanya dispensary  

 
 
 
 
NYANDARUA  

                                                   
 
 
 
 
 
 
 
St. Martins/MOH Nyandarua North and 
Nyandarua South  

Nyandarua North District                                                                                   

Ol kalou Ol Kalou health 
centre Ol Kalou health centre 
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Table 12:  Numbers of public Health facilities available in th e project area 
 

Nyeri                                               Meru   Nyandarua Laikipia 

 North South South South North East  
Dispensaries 27 41 10* 16** 19   
Health centres 5 7 1 3 5   
Sub districts 0 0 0 0 1   
District 
hospitals 

1 3 1 1 1   

Provincial 
hospitals 

0 1 0 0 0   

Totals  33 52 12 20 26   
*One dispensary is non functional 
** Two dispensaries are non functional 
 
 
 
 
Table 13: Health Institutions and Hospital Beds and  Cots by Province, 2003* 

  
  Health Institutions Hospital Beds and Cots 

Province Hospitals
Health           

Centres
    Health Sub-Centres and 

Dispensaries Total No. of Beds
and Cots

No. per 100,000 
Population

Nairobi 58     54 381 493 5,011 21.6 
Central  65 89 372 526 8,314 22.9 
Coast 64 42 334 440 7,998 31.4 
Eastern 65 80 692 837 7,822 15.4 
North 
Eastern 

8 12 68 88 1,914 14.2 

Nyanza 98 117 333 548 12,545 23.2 
Rift 
Valley  

100 161 1,006 1,267 12,832 16.5 

Western 68 94 196 358 6,971 19.4 
Total 
2003 

526 649 3,382 4,557 63,407 19.5 

Total 
2002 

514 634 3,351 4,499 60,657 19.2

Source: Health Information System, Ministry of Health (M.O.H) 
*  Provisional 
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Appendix 2: Data collection Tools  
  
 

 
 
BNKE RURAL PROGRAM: Baseline Study 2008/9 
 
A. Guidelines for Focus Group Discussions with Peop le with Mental 
illnesses, their Carers and the Community 
 

Introduction  
 

How are you all 
 
My name is/our names are…………………………………………………………...I/ we are PHT/CHV in this 
area. We are currently collaborating with BasicNeed s UK in Kenya, an NGO that deals with 
community mental health.  
We would like to discuss with you your feelings and  ideas about mental health in this area and in 
Kenya in general.  
Please feel free to contribute to the discussion an d let us all remember to respect each other views 
and allow all participants the chance to contribute  to this discussion.   

 
1.  What is mental illness? What are the causes? Do  you think mental 

illnesses can be cured? 
Je, Ugonjwa wa akili ni nini?, Kwa maoni yenu ni nini ambayo ina sababisha  magonjwa 
haya? Je, magonjwa haya yanaweza kutibiwa? 
 
______________________________________________________________________
______________________________________________________________________ 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
2. Where have you been obtaining mental health serv ices? (including non-

conventional treatment) How far is it? What can you  say about the quality of 
service? 

(Je, wagonjwa wa akili katika sehemu hii, huwa wana pata matibabu wapi? (hata inikwa 
ni matibabu ya waganga) Kwa maoni yenu, muna fikiria kwamba ni matibabu ya hali 
inayo fa?) 
______________________________________________________________________ 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
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3. What are your experience(s) living with mental d isorders?  
(Je, ni maisha ya aina gani ambayo munayo ishi mukiwa na ugonjwa wa akili?) 
______________________________________________________________________
______________________________________________________________________ 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
4. What do you think/know that people with mental d isorders are capable of 
doing for themselves/yourselves? Probe: particularl y for livelihoods 
Je, ni vitu gani katika maisha yenu ambazo munafikiria muna weza kujifanyia wenyewe, 
haswa kuhusu njia za kujimudu kimaisha?) 
 
______________________________________________________________________
______________________________________________________________________ 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
5. Do you think that there are any differences in t he life experiences between male, 
female, children with mental disorders? Please expl ain. 
 
(Je, kunazo tofauti yoyote katika maisha ya mgonjwa akiwa ni mwanamume, mwanamke 
au akiwa ni mtoto? Tafadhali tueleze.) 
______________________________________________________________________
______________________________________________________________________ 
______________________________________________________________________
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
6. Do you think persons with mental disorders shoul d have rights/the same rights 
as other people? Which rights would these be? Can t hese rights be advocated 
for? How?  
 
(Je, kwa maoni yenu muna fikiria kwamba wagonjwa wa akili wanapasa wawe na haki 
zao? Kama za watu wengine? Haki hizi ni kama gani? Je, kuna njia za ‘kuhimiza’ haki 
hizi? Kwa njia gani?  
________________________________________________________________ 
________________________________________________________________
________________________________________________________________ 
________________________________________________________________ 
7. Any other comments? 
(Kuna maoni au maneno mengine ambazo munge penda kuongezea?) 
______________________________________________________________________ 
______________________________________________________________________
______________________________________________________________________ 
Asanteni sana. (THANK YOU)         
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BNKE Rural Program Baseline Study 2008/9 

B. Key Informant Interview Guide for DMOH: 

Baseline Study objective 1- To investigate the state of mental health services in the project areas 

and their accessibility for persons with mental disorders.  

District:  

Name of DMOH: 

1. How many health facilities (dispensaries, Health centers, sub-district hospitals etc) lie under 

your jurisdiction? Probe for names and location of each facility 

 

2. What type of health services are offered at each of the facilities named above; how many 

people (estimates OK) do they serve? How accessible would you say each one of facilities is to 

the communities they are required to serve?  

 

3. What personnel, staffing, (incl. volunteers are designated) to each of the health facilities named 

above; what is your comment on their skill levels and availability?  

 
 
4 Please elaborate on the capacities of the health facilities in your jurisdiction in addressing 

mental health as a health issue?  
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BNKE Rural Program Baseline Study 2008/9 

C. Key Informant Interview Guide for District Socia l/Welfare/Labor Officers:  

Baseline Study objective 3-To assess current capacities of identified persons with mental 

disorders for engaging in livelihoods and advocacy actions and to investigate the potential for 

user group formation  

District:  

Name and Designation of Official:  

1. What facilities/opportunities/services do you provide in general for people with disabilities? 

How widespread/accessible are they? Probe for specific names and location of 

service/opportunities/facility 

2. Do you provide or offer any type of services/opportunities specifically for people with mental 

disorders? What efforts have been made to allow potential beneficiaries to know about these 

services? How accessible would you say each one of the services/facilities is to the communities 

they are required to serve?  

3. What type of personnel, staffing, (incl. volunteers) are designated to provide services for 

people with disabilities or for people with mental disorders? What is your comment on their skill 

levels and availability?  

 
 
4. What are the existing gaps that think exist in providing meaningful social/labor services for 

people with mental disorders?   
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Appendix 3: BNKE Partners’ Summary of SWOT Analysis  

STRENGTHS MOH SFK BNK CN 

Enjoy goodwill  �   �   �   �   

Well developed Infrastructure �     �   

Qualified and experienced staff �    �   �   

Operational framework �   �   �   �   

Defined medical technical support, referral system �      

Defined Social support – Community �     �   

Ability to strengthen partnership �   �   �   �   

Capacity to lobby for policy development   �    

Capacity to fundraise   �   �   
 
 

 WEAKNESSES MOH SFK BNK CN 

Inadequate MH personnel �   �   �   �   

Low funding, financial constraints �   �   �   �   

Poor, inadequate legislation �    �    

Inability to offer specialized MH services  �   �   �   

Low coverage �   �   �   �   
 

 OPPORTUNITIES MOH SFK BNK CN 

Renewed commitment to functional partnerships �   �   �   �   

Community Health Strategy �     �   

Scaled-up training, counseling activities �    �    

Opportunity for staff and comm. capacity building �     �   

GOK commitment to development,  new political spirit �   �   �   �   
 
 

 THREATS MOH SFK BNK CN 

Funding not guaranteed, limited resources �   �   �   �   

Stigma across all levels of players �   �   �   �   

Lack of political support, poor policy �   �   �    

Culture, beliefs and traditions   �    

Other factors - climate, HIV/AIDS, poverty, environment �   �   �   �   
 
Important terms that stood out during the evaluations included Dignity, Human rights, welfare of the community, serving 

the community. These meant that the partner organizations are all  working towards the same goal that is; to serve the 

community and improve their well being. And everyone believes it is important to work in partnership. 
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Appendix 4: List of Key Informants 

 i. The following Government of Kenya Officers resp onsible for social development at the 

district level were consulted for socio-economic in formation ��

  
Mr. Murigu -District Social Development Officer, Nyeri South 
Mr. Michael Kariuki - District Gender and Social Development Officer, Nyandarua North 
Ms. Naomi Kabacho - Deputy District Gender and Social Development Officer, Nyandarua North  
Mr. George Muranti - District Gender and Social Development Officer, Nyandarua South  
Mr. Isaac Muguna-  District Gender and Social Development Officer, Meru South 
Ms. Sarah Ngatia - District Gender and Social Development Officer, Laikipia East   
Mr. Charles Nderitu , District Development Officer (DDO) - Laikipia East 
 
 
 
ii. To access clinical data the following Health Of ficers-in charge were interviewed:  
 
District Medical Officers of Health (DMOH): 
 
Dr. Peter Munyua -Nyeri South,  
Dr. Veronica Karanja -Nyeri North, 
Dr. Robert Ngunjiri -Nyandarua North  
Dr. Nimrod Garama -Meru South 
 
And Mr. Kelvin Kibaara,  Hospital Administrator, Engineer Sub-District Hospital,                        
(Nyandarua South)
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Appendix 5: Planning Tools-Data collection and Data  Analysis plans 
 
BASICNEEDS KENYA RURAL PROGRAM BASELINE STUDY IN NY ANDARUA, MERU SOUTH, NYERI & LAIKIPIA DISTRICT S 

1. Data Collection Plan 
Data Collection 
Method  

Objective(s)  Tool /Information 
to be collected 

Responsible  Months  

1. Mapping /Transect Walk 
covering the program 
implementation areas 

Objectives 1,3   
 

Word Template/  
-Mapping of Public 
Health facilities in the 
area (quality and 
accessibility) 
-Capture Socio-
economic, cultural 
activities and 
environmental issues 
that could have a 
bearing on the mental 
health situation  

Allan & local research 
associates 

October/November 
2008 
 

2. Consultation meetings 
with Primary Health Care 
authorities  

Objective 1,4  
 

FGD Guideline 
Template/ Data Sets 
from initial MH clinics 
-nature of mental 
illnesses 
-treatment needs 
-Understanding of 
mental illness in the 
project area (esp. from 
Public Health 
Technicians) 

  Allan & the local 
research associate 

3rd week of 
January 2009 
 

3. Desk-interviews with 
health officials at district 
hospitals and primary health 
care in the study areas 

Objective 1 , 5 
 

KII Guideline and 
Questions/ 
-Investigate what 
capacities and 
resources are needed 
for inclusion of mental 
health treatment 

Allan & the local 
research associate  

Start 3rd week of 
January 2009 
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services in district and 
PHC health services for 
example: 
-human resources 
-training needs 
-availability of drug 
-budget requirements 
 
 

4. Consultation meetings 
and Focus Group 
Discussions with people 
with mental disorders and 
their carers  

Objectives 3, 4, 5  
 

FGD Guidel ine 
Template/ 
To identify and to 
understand the  
livelihoods situation and 
economic opportunities 
available for persons 
affected by mental 
illness 

Local research 
associate 

Started 1st week of  
November ending 
4th week of 
January 
 
 

5. Desk interviews with 
various GOK district officials 
(Labour, social welfare etc),   

 

Objective 3   
 

KII Guideline and 
Questions/ 
To understand the  
livelihoods situation and 
economic opportunities 
available for persons 
affected by mental 
disorders, i.e. what 
livelihood opportunities 
the GOK currently offers 
PWMDs, what are the 
gaps possible 
opportunities etc 

Local research 
associate 

Started (Meru 
South) 4th week of 
December    
 

6. Desk 
Interviews/Consultation 
meetings with Development 
workers for NGOs/CSOs 
working in program area  

Objective 2   
 

Word Template/  
Generate list of 
stakeholders with 
assessment of their 
strengths and 

Allan Start 3rd week of 
January 2009   
(Caritas done/  
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weaknesses into 
inclusion of the Rural 
mental health 
programme  

7. Life Stories Objective 5  Word Document/  
Capture the life 
situations of specific 
identified PWMDs 

Local research 
associate 

Started 1st week 
of December 2008 
(3 LS done) 
( 
 

 
 
 

2. Data Analysis Plan 
No. Type of 

data 
Data name  In what form  In what 

language 
Analysis method plan  Blend in with 

which chapter of 
Baseline report 

format plan 

Who is 
responsible 
and those 

involved for 
Analysis 

I. Literature 
Review 

1. WHO Mental health 
Atlas 2005/6 

 
 
 

 
2. Information about 

CBOs/NGOs in 
disability and mental 
health 

 
 
3. Kenya Population and 

Housing Census 1999 
 

 
4. Draft Kenya Mental 

health Policy 
 

Hard and MS word 
soft copy  
 
 
 
 
Info from websites 
/organizational 
reports:  
  
 
Hard copy 
 
 
 
Hard copy  
 
 
 

English 
 
 
 
 
 
English 
 
 
 
 
English 
 
 
 
English  
 
 
 

Reviewed the introduction 
and Kenya sections to 
extract areas useful  
for the Baseline  
 
 
Relevant info as reference 
– for identifying potential 
partners 
 
 
Broad demographic 
information about the 
study areas  
 
Took out parts that are 
related to BS objectives 
 
 

Chapter 1: 
 
 
 
 
 
Chapter 5: 
Institutional 
Assessment of 
CBOs, NGOs) 
 
Chapter 1/3: 
 
 
 
Chapter 1: National 
policy/plans for 
mental health 
 

Allan 
 
 
 
 
 
Allan 
 
 
 
 
Allan 
 
 
 
Allan 
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No. Type of 
data 

Data name  In what form  In what 
language 

Analysis method plan  Blend in with 
which chapter of 
Baseline report 

format plan 

Who is 
responsible 
and those 

involved for 
Analysis 

 
 
5. Kenya Demographic 

and health Survey 2005 
 
  

6. National Socio-
economic Development 
Plan plus National 
Poverty Reduction 
Strategic Plan papers 

 
 

7. Baseline report 
samples of: BNKE 
(Urban Program) TZ, 
Uganda, Laos and 
Ghana              

 
Hard copy 
 
 
 
 
Hard copy 
 
 
 
 
 
Soft copy/hard copy 
 
 
 
 

 
English 
 
 
 
 
English 
 
 
 
 
 
English 

 
Health and demographic 
information about the 
study areas  
 
 
Extracted relevant parts 
for BS 
 
 
 
 
Relevant info/data 
collection and analysis 
methods etc 
 

 
Chapter 1/3 
 
 
 
Chapter 5:   
Analysis , compare 
with findings 
 
 
 
 
Chapter 3 and 4: 
Scope and 
Methodology 
 
 
 
 
 
 
 
 

 
Allan 
 
 
 
 
Allan 
 
 
 
 
 
Allan 
 
 
 
 
 
 
 
 
 
 
 
 
 

II. Study of 
Records 

1. Attendance pattern of 
people with mental 
disorders collected 
from mental health 
Units of the health 
facilities in the 4 areas 

Hard Copy (last 2 
years) 
 
 
 
 

English  
 
 
 
 
 

-Number of patients 
categorised in SMD and 
CMD and other mental 
illnesses 
-Records of PWMDs  from 
facilities in the larger 

Chapter 5:  
Findings  
 
 
 
 

Allan and 
Clinical 
Officers 
(Records 
Officers) 
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No. Type of 
data 

Data name  In what form  In what 
language 

Analysis method plan  Blend in with 
which chapter of 
Baseline report 

format plan 

Who is 
responsible 
and those 

involved for 
Analysis 

 
 
 
 
 
 
 
 
 
 
 
 
 
2.  Annual summary 

reports of patients 
coming to the district 
hospitals and village 
health centres in the 
BS area (include all 
kinds of patients but 
there was not much 
info about PWMDs 
mostly came with 
symptoms of headache 
or nerve problem)   

 
   

 
 
 
 
 
 
 
 
 
 
 
 
 
Hard copy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
English and 
Kiswahili 
 
 
 
 
 

Nyeri, Laikipia and 
Nyandarua districts 
and Meru South district-
graph to show the number 
of people with mental 
disorders from year 2007 
-most common mental 
illness coming to MHUs 
 
-Socio-economic pattern 
of patients, gender etc.  
 
Plan for processing, 
consolidating, 
analysing , presenting 
information; a check/list or 
format for data for, review 
in access/excel records,  
drew out relevant data, 
then entered info ….  
 
(number of patients with 
epilepsy, anxiety 
problems etc) – 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Charter 5:  
Findings 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Allan  
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No. Type of 
data 

Data name  In what form  In what 
language 

Analysis method plan  Blend in with 
which chapter of 
Baseline report 

format plan 

Who is 
responsible 
and those 

involved for 
Analysis 

III. Documents  
collected 
from 
district 
hospitals 
and health 
centres 

1. Annual report of district 
hospitals in the BS 
areas, from year 05 to 
07 and any monthly 
reports 

 
 
 
 
 
 

 

 

Hard copies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

English 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Took out general profile of 
district hospitals: 
management, drugs, 
human resources, Units, 
buildings, Finance, mental 
health care service 
approach toward persons 
with mental disorders, 
mental health trained staff 
and private pharmacies 
 
Extracting relevant info for 
BS 
 

Chapter 5:  
Findings 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Allan & 
Research 
associate 

IV. Key 
Informant 
Interviews 

1. Results from 
interviewing district 
medical officers 
(DMOH)  

 
 
 
 
 
 
2. Result from 

interviewing Labour 
and or Social welfare 
Unit Heads in the 4 
areas of the  BS (Key 

Designed 
questionnaire /form 
for interviews 
(Hand written ) 
 
Info stored in my 
note pad           
(hard copy) 
 
 
Note pad and form 
in hard copies 
 
 
 

English 
 
 
 
 
 
 
 
 
 
English 

Analysed views and use 
info on what DMOH  
heads gave during BS 
data collection 
 
 
 
 
 
 
Read and summarised 
similar results of 
interviews and address 
these in BS report 
 

 Chapter 5:  
-Findings   
 Chapter 6: -
Recommendations 
 
 
 
 
 
 
Chapter 5: Findings   
-demographic 
-livelihood 
opportunity in study 
areas  

Allan & 
Research 
associates 
 
 
 
 
 
 
 
Allan & 
research 
associates 
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No. Type of 
data 

Data name  In what form  In what 
language 

Analysis method plan  Blend in with 
which chapter of 
Baseline report 

format plan 

Who is 
responsible 
and those 

involved for 
Analysis 

informants) 
 
 
3. Results from                     

interviewing heads of 
programs for the 
implementing partners 
in the 4 areas of 
program 2 districts (4 
key informants) 

 
 

- Knowledge and 
perception of the 
community on 
mental health 
 

 
 
 
 
Allan  
& Research 
associates 
 
 
 
 
 
 

V. Information 
from  focus 
group 
discussion
s (FGDs) 
and 
consultatio
n meetings  
 

1. Reports of FGDs 
PWMDs (8 reports of 
different areas)  

 
 
 
 
 
 
2. Carers FGDs reports    

(8 reports) 
 
 
 
 
 
 
 
 

MS word 
 
 
 
 
 
 
 
 
MS word 
 
 
 
 
 
 
 
 
 

Kikuyu, 
Kiswahili,  
Kimeru and 
English 
 
 
 
 
 
Kikuyu, 
Kiswahili, 
Kimeru and 
English 
 
 
 
 
 
 

Read and took out 
prominent particulars  
 
 
 
 
 
 
 
Summarised and took out 
prominent particulars and 
compare these to the 
results of MIPs and make 
comment as appropriate 
 
 
 
 
 

Charter 5: Findings-
prevalence number 
of PWMDs, 
treatment needs, 
livelihood 
opportunities 
 
 
 
Charter 5:           
Findings-treatment 
needs (livelihood 
opportunity in study 
areas; Knowledge 
and perception 
toward mental 
health)  
Chapter 5: Findings 
-health staff training 

Allan & local 
research 
associates 
 
 
 
 
 
 
Allan & local 
research 
associates   
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No. Type of 
data 

Data name  In what form  In what 
language 

Analysis method plan  Blend in with 
which chapter of 
Baseline report 

format plan 

Who is 
responsible 
and those 

involved for 
Analysis 

 
 
 
 
 
3. FGDs with health staff 

in 2 district hospitals   
(2 reports) 

 
 
 
 
4. Consultation meetings 

with communities of 
programme operation 
areas ( 4 reports) 

 
 
 
 
 
MS word 
 
 
 
 
 
 
MS word 

 
 
 
 
 
English 
 
 
 
 
 
 
English 

 
 
 
 
 
Summarised results 
 
 
 
 
 
 
Summarised similar and 
prominent results 

needs and 
perception toward 
mental health 
 
 
Chapter 5:  
Findings 
-Knowledge and 
perception of the 
community on 
mental health 
 
 

 
 
 
 
 
Allan & local 
research 
associate  
 
 
 
 
Allan and 
Ann Kihagi 
(BNKE-CDO) 

VI. Other data  4 life stories 
 
 
 

MS word 
 
 
 
 

English  Quotes in BS report.  
 

 
 
 
 
 

Allan 
 
 
 
 

 
Notes: 
  
For all qualitative data gathered i.e. from Key Informant interviews, process documents (FGDs and Field consultation meetings), Life Stories simple, basic 
qualitative analysis  was carried out. Steps taken:  

1. Read all the data  
2. Referring to the relevant chapter and its subsections (in the report format) – and based on the data collected – developed broad categories for analysis  
3. Coached Research associates to select relevant data, copy and paste under each of these categories  
4. Read, Reviewed and develop written sections under each category which I summarized all the data about that particular category e.g. treatment needs – 

common issues in treatment needs, significant exceptions to these issues etc.  At the end of the summary, developed a brief paragraph of my 
observations.  

 


